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ACOUSTIC LACUNAE. 
Dr. DANA W. Drury, Boston, Mass. 

In the race history of animals or other related groups of organic 
life, it is generally conceded that hearing begins only when the 
cochlea develops as an intimate part of the labyrinth. 

The fibres of the auditory nerve pass up through the column of 
the cochlea, across the bi-polar ganglion cells which form the spiral 
ganglion, and thence along grooves in the spiral lamina, ending in 
arborizations partly in the inner and partly among the outer hait 
cells. Anatomy teaches that the outer,-somewhat constricted, end of 
each hair-cell is limited by a sharply defined cuticular zone, from the 


free surface of which project, in man, some twenty-five rods or 


hairs. The inner hair-cells are less numerous (according to Retzius 
about 3,500" as well as shorter and broader, than the corresponding 
outer elements. Their elation to the inner rods of Corti is such that, 
to every three rods two hair-cells are applied. The outer auditory 
or hair-cells are about five times more numerous (approximately 
18,000 according to Waldeyer? than the corresponding inner ele- 
ments. We, as individuals, are able to distinguish some ten differ- 
ent notes a second. 

McKendrick® has calculated that the number of fibres, respective- 
ly, in the auditory nerve and basilar membrane, together with that of 
the hair-cells and arches of Corti, is sufficient to apprehend the ap- 
proximately 11,000 different pitches in the auditory scale. 

Editor’s Note: This mss. received in The Laryngoscope office and accepted 


for publication Oct. 10, 1924. 
(From the Evans Memorial.) 
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Errors of judgment of the direction of the source of sound waves 
are frequent, reflected sound appearing louder than that transmitted 
in a straight line. The causes are two-fold, depending on the one 
hand on the resonant character of the reflected surface, on the other 
on the relative acuity of the two receiving mechanisms. ‘This latter 
reason determines the fact that with complete unilateral deaf- 
ness, all sound seems to have its origin on the side of the healthy ear. 
The distance and direction from which sounds come to the ears are 
not perceived directly, but are estimated by a judgment based on the 
loudness and quality of the sound sensation, combined with a power 
of reasoning from past experiences. 

The character of the “absorption spectrum” of aural acuity—if 
one may thus designate it—exhibits wide divergences in character as 
the result of an equally large number of determining causes. For 
example, Hartmann‘ recorded that localized residua of tone percep- 
tion were observed more frequently in the congenital deaf or deaf- 
mute than in those with acquired deafness. On the other hand, it 
has also been reported that children who become deaf after birth 
learn to use their speaking voices with less difficulty than those who 
are congenitally deaf. The obvious explanation would seem to be 
that, assuming the larynx to be normal, the child who has heard 
its voice learns the more readily to use and place it, than one with 
whom there has been no initial perceptual experience. 

The acoustic lacunae above mentioned form an intersting study, 
and one of potential value in the establishment of the lost or unde- 
veloped power of speech. In spite of this fact the literature on the 
subject is meager in the extreme. Bezold® observed that numerous 
and extensive auditory residua were found in one-third of the deaf- 
mutes, in an extensive series studied. He urged most strongly that 
methods of education should take due cognizance of the condition. 

Sydney Scott® reports a series of cases and remarks, “among the 
fascinating phenomena observed in studying the significance of the 
hearing tests is the occurrence of tone gaps and tone islands in the 
auditory field”. 

In cases of hysterical deafness Weidner’ in performing the Schwa- 
bach test, frequently observed islands of tone perception. In com- 
menting on the general condition McKenzie* makes the further ob- 
servation that the findings are not constant, and show marked indi- 
vidual permutation. 

The present study reports the findings in the examination of a 
group of school children, known either to have lost their hearing 
from some form of meningitis or to have been congenital deaf-mutes. 
It may be said in passing that where the hysterical element can be 
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excluded, all other cases showing acoustic lacunae are probably refer- 
able to one of these two causes. In no case in the particular group 
studied had any middle ear complication intervened. 

The children as a whole were bright, active, and interesting, and 
were uniformly anxious to assist in the study. At times this very 
co-operative spirit proved a hindrance, and due to this fact many of 
the examinations had to be repeated. In all, 62 cases of deafness 
were studied, the description of which can be presented most com- 
pactly in tabular form. 


TABLE I—DISTRIBUTION OF CASES. 








Designation Meningeal Congenital Summary 


Sex M F Total M F Total M F Total 
With Lacunae 











Right Ear 1 0 1 2 0 2 3 0 3 
Left Ear p 4 7 1 1 2 4 5 sf) 
Both Ears 1 2 0 0 0 1 1 2 
Total 5 5 10 3 1 4 8 6 14 

Without Lacunae 20 15 35 9 4 13 29 19 48 
Cases Examined 25 20 45 12 5 17 37 25 62 





With so small a number no sweeping generalization is warranted. 
It is interesting, perhaps, that while males predominate, in the group, 
the percentage of incidence of residua indicates no sex influence in 
their determination. Further, these observations do not sustain 
Hartmann’s contention of a greater frequency in the congenitally 
deaf—the percentages again being substantially idenical. 

During the study, certain refinements in technique were found to 
be essential. It is highly important that the hair should not be 
touched either by the tuning fork or by the examiner. In fact, to 
secure dependable results, no single part of the child under examina- 
tion, nor any portion of the chair in which it sits, should be touched 
by the observer when making the several continuous tone tests with 
the Bezold forks. Apparently, the floor exercises no influence, al- 
though it would seem advisable that the observer wear rubber soled 
shoes. It is expedient, also, to blindfold the child during the exam- 
ination, as when one sense is lacking or dulled for any reason, the 
other senses are distinctly more acute in their apprehension of 
changes in their surroundings. The room should be light and airy, 
but as nearly sound proof as may be encompassed. Finally, care 
should be exercised that the duration of the test is not too long, as 
a fatigue element may easily introduce unsuspected error. The re- 
sults of the tests are collected in Table IT. 
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The remains of hearing covered a wide anatomic range, and were 
entirely in diatonic order. No tone gaps were observed. Cases 3, 7, 
9 and 10 apprehended an identical and circumscribed range of four 
half tones, the others all showed greater residua, but with no uni- 
formity of position. Ten of the fourteen cases exhibited a superior 
limit at c’, only one showed an island wholly above this boundary. 
With but two exceptions, all islands fell short of c*. This is par- 
ticularly significant as that part of the tone series important for the 
understanding of speech falls between these two limits, 


TABLE II—DESCRIPTION OF CASES. 

















Description Deafness 
Etiology ‘aca Gay 5 
= por per Phas Duration Ear Lacuna Remarks 
3 1 M 16 12 R  a*g* 
o 2 F 13 4 L a*-a' 
rs] 3 F 13 7 L g*-c® 
r 4 F 11 3 L c*-¢° 
= 5 M 12 1 L a*-c® sell 
. 6 M 14 5 R-L c*-c® 
7 M 11 5 L g*-c° 
8 ieee 2 L c®-g® Bell 
9 M 14 2 L g*-c® 
_ 20 F 13 2 R-L g‘*-c® Bell left ear 
cc 
ra 11 M 17 L c-e5 Vowels o and u 
M4 12 RE L g%-c° 
E 13. M17 R a‘-c° 
oO 14 M 16 R g*-c® 





In determining the relations between the physical laws of sonorous 
vibrations and the aesthetic or emotional characteristics of auditory 
perceptions it is of particular interest to note, that the entire octave, 
i. e., the interval c*-c’, is divisible into more than 1200 tones which 
can be distinguished by the ear. The total number of single notes 
that can be perceived by the normal ear is thus very considerable.* 
But we know that in music the extreme perceptible tones, whether 
the highest or the lowest, are not utilized, so that the musical tone- 
range does not usually exceed seven octaves, commonly known as 
the contra-octave, great-octave, small-octave, once-, twice-, thrice-, 
and four-times accented octaves. It has been proven also that the 
less the aural acuteness and the feebler the tone, so much the greater 
must be the number of impulses which must summate in order to 
obtain complete perception.?? The relationship of the lacunae to the 
speech area is shown most clearly in the accompanying diagram. 

Since our ears are much more sensitive for sounds in the middle 
tone area than for those at either end of the scale, the important fact 
is that the tones of speech are entirely within this area. 
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Sound may be defined as a sensation which is the conscious appre 
ciation of internal changes occurring in certain cells of the cerebral 
cortex. Fibres of the auditory nerve come into close relation with 
these cells, and in whatever way those fibres are excited, the end re- 
sult is the same: namely, a sensation of sound. 

Sounds have been divided arbitrarily into two classes: tones and 
noises. The former produce pleasant and the latter unpleasant 
(harsh, grating, screeching) sensations. Between these two ex- 
tremes fall the sounds of every day life. 

Since there are different qualities of the elements of the ear, we 
must refrain, at least in our practical examination, from comparing 
the quantities of sounds of different pitch with each other. We know 
that notes of different quality are produced by composite air waves 
of different forms. But waves differing in form may still produce 
notes of the same quality. Or, in other words, change of phase of 
the partial tones does not alter the quality of the note. 

All uncomplicated diseases of the apparatus of perception inter- 
fere equally with hearing, by air and bone conduction, of sounds of 
any pitch. Daily experience confirms this supposition to such an 
extent that we always find a slight lessening of bone conduction in 
cases which hear speech badly, although they hear readily the lowest 
part of the tone scale. 

It is an interesting fact that there is no known case wherein cere- 
bral processes alone caused deaf-mutism. In meningitis, however, even 
where the clinical symptoms are often very slight, the effect on the 
labyrinth is most profound. Inflammation of the labyrinth nearly 
always involves both ears, while the cause of total deafness is always 
to be found in the internal ear. 

The allocation of the lacunae as shown in the graph leaves it un- 
certain whether a group of sensations depends on the excitement of 
tactile nerves in the tympanic membrane, or on that of the auditory 
filaments in the internal ear. Such sensations, however, probably 
form an important moiety of the complex system of sensations 
which do not obtrude themselves on consciousness, but which nev- 
ertheless, bring information from the outer world"! and have an in- 
timate association with the more or less reflex movements that pre- 
serve the equilibrium of the body. It may be asserted also that the 
tympanic membrane is the peripheral organ ¢ 


f a pressure sense by 
which we become more or less accurately aware of the nature and 
position of surrounding objects, irrespective of the sensations of 
sight and hearing. 

Starting from the fact that the basilar membrane splits readily in 
a radial direction, and is, moreover, tightly stretched between its at- 
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tachments, Helmholtz’* proposed the theory that the basilar mem- 
brane behaves toward vibrations reaching it like a series of stretched 
strings. As the wires of a piano have different rates of vibration 
according to their length, and respond sympathetically to correspond- 
ingly different notes sounded in their neighborhood, so it has been 
supposed that different radial fibres of the basilar membrane are set 
into sympathetic vibration by different rates of vibration in the fluids 
bathing them. These vibrations must be imparted to the structures 
in the organ of Corti, and the irritation of the nerves connected with 
the cells of Corti is a natural sequel. The waves of physical sound 
are thus supposed to be analyzed in the peripheral sense organ, each 
auditory nerve fibre exciting in consciousness a tone of a particular 


Meningeal Congen:ta/ 
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pitch, and the mind perceiving the simultaneous effects of different 
pendular vibrations as notes of different quality. This is the reso- 
nance theory. It may be mentioned that, though the canal of the 
bony cochlea as a whole diminishes in diameter from base to cupola: 
the canal of the membranous cochlea, the scala media, with its lower 
wall or basilar membrane, increases in diameter. Conjointly Kishi’ 
states that in the first turn of the cochlea the membrana tectoria is 
not only less wide, but is tightly stretched, while in the apical turn, 
where it is more than three times as wide, it is loosely stretched. 
The radial fibres of the basilar membrane are longest near the apex 
of the cochlea. 


/ 


I believe that the work of Ewald** and his theory of “acoustic 
images” more correctly explains these lacunae than does the reso- 
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nance theory. Ewald actually found that some of his artificial elas 
tic membranes, of which certain portions were defective, showed 
lacunae in the series of stationary waves that arise when a tone is 
produced near them. Primarily, his theory is based, not on purely 
hypothetical considerations, but on a physical fact which can be 
experimentally established. His formula is, “That impulses aroused 
in the ear by sound impress a wave-image upon the basilar mem- 
brane to act as a link in the chain of the conducting apparatus, which 
is intermediary between the sound and the auditory sensation”. 

Hence the ear does not distinguish the different forms of waves 
in themselves, as the eye distinguishes the different colors. The 
ear must be said to decompose every wave into simple elements 
according to a definite law. It then receives a sensation from each 
of these simple elements as from an harmonious tone. By trained 
attention the ear is able to become conscious of each of these simple 
tones separately. And what-the ear distinguishes as different quali- 
ties of tone are only different combinations of these simple sensa- 
tions. The ear does not distinguish every different form of vibration, 
but only such as when resolved into pendular vibrations give differ- 
ent constituents. 

This analvsis of compound into simple pendular vibrations is an 
astonishing property of the ear. One must bear in mind that when 
we apply the term “compound” to the vibrations produced by a sin 
gle musical instrument, the “compound” has no existence except for 
our auditory perceptions. In reality the motion of the particles of 
the air is not at all compound—it is quite simple, flowing from a 
single source. When we turn to external nature for an analogue of 
such an analysis of periodic into simple motions, we find only the 
phenomena of sympathetic vibration. 

CONCLUSIONS: 

The incidence of these lacunae with the area of voice production, 
bears directly on the problem. No curative treatment of such cases 
is known. From the practical standpoint, the problem becomes one 
of education. The accurate establishment of the scope of the rem- 
nants of hearing which are present in certain deaf-mutes, determines 
if their ears can be used for future instruction. Where such possi- 
bility exists, the children should be assigned to separate classes for 
instruction by means of hearing. And as the art of music is founded 
on the aesthetic or emotional side of acoustic perceptions, it should 
be the source or basis for instruction in deaf-mutes with “islands” 
of hearing. Music excites our emotions not only by melody, that is, 
the rhythmical succession of pleasing tones of varying duration, but 
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also by harmony, that is, the simultaneous emission of a number of 
tones, chords, and intervals. Every effort should be made to utilize 
these residual areas of hearing, if for no other reason than by daily 
practice to endeavor to improve the articulation of the pupil. This 
is especially true in young children of school age, because it is much 
more difficult to learn rhythmic articulation than the sign language. 
I believe that it is essential that these deaf-mutes first firmly estab- 
lish the ability to use the larynx and the voice, then later on the 
signs which are useable and understandable for lectures and other 
meetings. Increased efficiency in instruction is an obvious corollary. 
The other children can be taught to understand speech only by ob- 
servation of the mouth of the instructor. 

While tones are distinguished in sensation by three factors—loud- 
ness, pitch, and quality—sometimes color and timbre, these sensa- 
tions depend in turn on definite physical characters of air waves: 
their amplitude, or the extent of motiori of the air molecules: their 
frequency, or rate of succession of the waves: their form, which is 
determined by the pitch and relative predominance of the upper par- 
tials combined with the fundamental tone. 

The observations recorded above naturally give rise to certain 
speculations. In the light of our present knowledge of the hearing 
mechanism, much must still be left to conjecture. 
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CHRONIC PROGRESSIVE DEAFNESS TREATED WITH 
THE GALVANIC CURRENT. 
Dr. M. L. Harris, Brooklyn, N. Y. 

Chronic inflammation anywhere, as well as in the middle ear, will 
cause fibrous exudation, which becomes organized into new con- 
nective tissue. This goes on to contraction, leaving scars, with re- 
sulting impairment of function. In the middle ear the same process 
causes immobilization of the ossicles and drum, impairing conduction 
and secondarily hearing. ‘This is the underlying pathology of chronic 
progressive deafness of non-central or nerve origin, where the drum 
remains intact. 

The Eustachian tube is most often the starting point for the in- 
flammatory changes. Where the underlying cause is disease of the 
nasopharynx, and the case reaches the otologist early, improvement 
and arrest of the process may be obtained by appropriate treatment. 
But those cases, with middle ear changes have been helped but little 
by our routine methods, and it is here that electro-therapy is of con- 
siderable benefit. The otologist has neglected this valuable thera 
peutic agent. 

Malherbe in 1907 successfully applied the negative galvanic cur- 
rent by way of the Eustachian tube, with negative pole against the 
ear drum. In 1909 Dr. A. B. Duel, of New York, used this method 
for the removal of cicatricial obstruction of the Eustachian tube 
In 1902 Albert Weill, a Frenchman, first used the negative galvanic 
current for the relief of tinnitus. He describes it in his book, “Man- 
uel d’ Electro Therapy”. 

Tousy in his book on electro-therapy quotes Yates, as using the 
static spark for deafness. §S. St. John Wright in 1918 reports im- 
provement from the use of the D’arsonval current or diathermy. It 
is the results from use of negative galvanism that I wish to report. 

The theory underlying the action of the galvanic current is well 
established. The negative pole causes a hypermia, local elevation of 
temperature and softening with absorption of scar tissue. The posi 
tive pole has the opposite effect and will cause cicatrization. The 
negative pole is frequently used for softening superficial scars and 
the same effect should result in the middle ear, if we can reach it. 

While my experience with the galvanic current for treating deaf- 
ness is limited, the results are sufficiently encouraging to report. No- 


Editor’s Note: This mss. received in The Laryngoscope office 


and ac- 
cepted for publication Apr. 16, 1924. 
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body who has treated these cases before has helped them, and the 
progressive deafness was not halted. 

The method of application is simple. The external auditory canals 
are lightly packed with wicks of absorbent cotton moist with saline 
solution, to the drum, and the negative, pole is applied biaurally to 
this cotton. The positive pole is applied by means of a copper spatula 
to the tongue and hard palate, good contact being obtained when the 
mouth is closed. The current is turned on gradually to the limit of 
tolerance, and in my experience, a current of 2 ma. should not be 
exceeded. The galvanic current is allowed to flow for 20 to 25 min- 
utes, and then the sinusoidal for 5 minutes. This latter current in- 
creases the local metabolism and stimulates the muscles and nerves 
of the middle ear. Treatment is given every other day and bi-weekly 
tests are made to note the progress. Examination of the drums im- 
mediately after treatment shows the upper half markedly congested, 
and the patient will state that he has a very agreeable feeling of 
warmth in the ears. This warmth sometimes lasts for 24 hours. 

Following are the cases so treated : 

S. R., a merchant, age 45 years; progressive deafness for 12 years 
with severe tinnitus for the past few years, so that he could not 
sleep; no family history; never had any discharge from the ears: 
could not hear an auto horn. He had several intranasal operations 
and diathermy ; also inflations and bougies in the Eustachian tubes. 
P.E. Drums moderately retracted, freely movable. ‘Tubes open. 
Rinné negative, both bone and air conduction shortened. 

Right ear C,,/0 C\5 C,/0 SV 12” 
Left ear 60 10) 
0 18 6 6” 

After 6 treatments he heard auto-horns—after 24 treatments hear- 
ing better, tinnitus only occasional, sleeps well, hears phonograph and 
his “upstairs neighbors fighting” 

Aug. 24, after 24 treatments: 

Right ear C,,|8 C\18 C,| 6 SV 4 ft. 
| 60) 40) 
Left ear 15 113 \6 20” 

He is taking occasional treatments, and he claims it keeps him free 
of tinnitus. 

Case 2: I. Z., married, female, age 24 years, 3 children; no deaf- 
ness in family. Three years ago first noticed deafness with ringing 
in ears and a feeling of pressure in the external canals. Bougies 
passed into the Eustachian tubes, tonsils removed, without improve- 
ment. P.E. Dec. 16, 1922, drums almost normal, thin and pale, with 
that flamingo flush—no lateralization. 
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Right ear C\5 C,j+ 

Left ear 60 40 
3 |+ 
Air and bone conduction both shortened. ‘Treatment began Apr. 
30, 1923 (she had been in the country), receiving 11 treatments in 
all, when owing to an accident w‘iich laid her up, she could no longer 
come. However, the last time I saw her she stated that her tinnitus 
was less, giving that as the reason why she heard better. She could 
hear an automobile coming and the pressure feeling in the external 

canals was entirely gone. 

Case 3: D.L,., age 11 years, school boy; for five years moderate 
deafness of left ear—never any purulent discharge ; tonsils removed : 
nose negative, pharynx granular. Ears: right slight retraction, left 


slightly retracted; both drums freelv movable. Rinné positive. 


Right ear C,,|-4 LC | 55 C,| 35 Wh Vj 10” Wt. 20” 
Left ear Cu} + | +60] 10) 
| | 15 115 10” 3” 
After 12 treatments: 
Right ear C60 C,d0 Wh V/18” Wt.|40” 
Left ear 60 10 
60 12 16” 18” 


Hearing for both watch and forks was increased. 
heard better. 
Case 4: 


He claimed he 


S., brother of a physician, age 44 years; typhoid twenty 
years ago with bilateral O.M.P.A. Ears dry for a long time, and 
deafness was progressive with slight tinnitus in spite of treatment 
with dilatations of tubes with bougies, and a submucous resection 
Does not hear watch tick or telephone bell or door bell. R.D. lower 
central scar, retracted. L,.D. small posterior central scar retracted. 
Nose congested, throat negative. Rinné negative. No lateralization 
Aug. 24, 1923: 





Right ear Cx C0 Cl 5” 15” Wh.V.! 9 
0 1) 4 
40| 40 

Left ear 0 0 BY SV ..118” 0 


After 15 treatments claimed to hear better. Oct. 6, hears tele- 
phone bell. Oct. 17, subways seem noisy to him now. Dec. 19, 
hears telephone bell four feet away. 

After 30 treatments test shows: 


Right ear C,,/%4” is al SV|5 ft. Wh.V.J0 
| 


left ear 1” 10) 14” +16 1” 
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Case 5: Mrs. H., age 42 years, 6 children, all well ; no family his- 
tory of deafness. Three years ago first noticed deafness and marked 
tinnitus. Had the usual intranasal operations with inflations. Hears 
better in mountains. P.E.R.D. practically normal. LD. slight re- 
traction; both drums movable. ‘Tonsils submerged; nose hyper- 
throphic rhinitis. 


Right ear C,,|0 C\0 Ci 15 Wh.V.| 6” 
peri eas 
Left ear |+ 60} 1% 1)| 20 | 12 ft. 


Right Rinné negative, left Rinné negative. 

After the first 7 treatments hearing is better. Tinnitus unchanged. 
\fter 15 treatments hearing is better. Tinnitus unchanged. She is 
going through her menopause and that may account for her tinnitus. 

After 15 treatments: 

C,,| 4” Gi beg Wh.V.) 12” 


11” iB” 


13 10 ft. 
Case 6: Mr. M. G., age 30 years ; deafness for 15 years, never any 
ear discharge, no family history; nasal obstruction operated several 
times, last operation six years ago. Inflations gave no improvement. 
P.E. Pharynx congested, postnasal discharges. L,.I.T. gone, large 
septal perforation. Ethmoids removed so that a probe is easily 
passed into the sphenoidal sinus. Both drums retracted. 
Nov. 19, 1923: 
Right ear  C,,| 4” C3” GY” Wh.V[5” SV|3 


f 
Left ear Baa 19” | 1” 5” | 20” 





Drums slightly movable, prolonged lateralization to the right. 

Dec. 21: After 15 treatments he hears better ; hearing to the forks 
show improvement. He is positive that his hearing is better, and 
his relatives have noticed it. On testing him we find— 

Jan. 9, 1924, after 20 treatments : 


Right ear Cy, | 4” C] 4” C,|15” Wh.V.|10 SV| 4 ft. 
Left ear 14/7 | ar? | 20” 18 | B at. 


He hears spoken sounds further than this, but he seems to have 
difficulty in identifying them. He is still taking treatment. 

Case 7: Mrs. F., age 36 years, married. Tinnitus for 6 years, 
progressive deafness for 4 years; no ear discharge; mother deaf. 
Diagnosed as otosclerosis by the best men in New York and had 
routine treatment. 

Right ear C,,)0 C,|8—] 14 c,|+ Wh.V0 SV}2 

Left ear 12 40} 10 | l0 0 18” 
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Tubes open; pharynx and drums negative. Rinné negative. 
After 15 treatments she does not hear better subjectively—noises 
at first less, now occasional. 
9 C,|12 C,|+ Wh.V./0 SV|2 ft. 
10 40|18 lo 1” gv 


Right ear Cg, 
Left ear 





Three cases that follow were treated by Dr. Mark J. Gottlieb, who 
was kind enough to try the method at my suggestion. 

One patient, age 71 years, is a case of chronic adhesive otitis media 
following suppuration in both ears and has received inflation and 
other treatment over a long period. He was not improved by this 
and received no apparent help from a course of galvanic electric 
treatments. As a matter of fact, his tinnitus was aggravated. 

The second patient, age 43 years, is a woman suffering with chronic 
catarrhal otitis media of a very severe grade, but did not complain 
of tinnitus. She has had a series of inflations given to her by some 
other doctor, without improvement. Her hearing has been markedly 
improved as a result of galvanic electric treatments combined with 
inflation. 

The third patient, age 42 years, is a case of deafness of a very 
severe grade of the catarrhal type and she did not complain of tin- 
nitus. Her case has been considered hopeless by a great many otolo- 
gists and she was given X-ray treatment without effect. She has 
been markedly improved by galvanic electric treatments combined 
with inflation. 

Another case treated by Dr. G. W. Miller, of New York, is a 
young lady, age 18 years, school teacher, with O.M.C.C. of the right 
ear, complaining of deafness and tinnitus. After 7 treatments, tin- 
nitus is gone; can hear better over telephone. After 12 treatments 
her hearing is improved for watch from nothing to one inch, and 
C,, from 0 to 2 inches, whispered voice from 0 to 2 feet, and spoken 
voice from close to ear to 6 feet. 

All these cases except two were chronic hyperplastic otitis media. 
The second and seventh were otosclerosis. One case of Dr. Gott- 
lieb’s was not benefitted. Their drums were movable, a few were 
flaccid, probably from repeated inflations. They all had patent 
Eustachian tubes. Previous treatment of the routine variety had 
done none of them any: good, and they all showed improvements 
under the negative galvanic current, except the cases of otosclerosis. 
It is probable that early cases, before nerve deterioration sets in, so 
treated, might clear the middle ear of organized exudate and save 
patients from chronic progressive deafness. 

1681 Union St. 








SUPPOSED NOVOCAIN POISONING.* 
Dr. THos. J. Harris, New York. 

This case is of especial interest from the possibility of its being a 
genuine case of novocain poisoning. 

The patient came to the Post-Graduate Hospital at the morning 
clinic of Dr. Newcomb’s service, for treatment of hypertrophied ton- 
sils and deflected septum. A submucous resection was done under 
t per cent cocain and an injection of % of 1 per cent novocain. 
There was no complication whatever in the operation and the patient 
was discharged at the proper time to return to have the work com- 
pleted by the removal of the tonsils. This was done a month later. 
The technique was that followed at the hospital where every endeavor 
has been made to eliminate any chance for mistakes. The patient is 
a perfectly healthy man and had previously had cocain used in the 
nose with absolutely no complication following. It is a part of the 
routine procedure to use four syringefuls of % per cent novocain 
solution—not less than 4 nor more than 6 drams in all. Immediately 
after receiving this amount the patient was seized with very pro- 
nounced shock and prostration, rapid pulse and cyanosis, and was 
immediately transferred to the hospital. Stimulation, particularly 
strychnin, had the desired beneficial effect, and in 24 hours the pati- 
ent was convalescent. At the end of 48 hours, the tonsillectomy 
which had to be put off, was done under general anesthesia without 
complications. 

Dr. Emil Mayer, who is an authority, has stated that so far as he 
knows not one of the reported cases of novocain poisoning has been 
corroborated. They have all been due to some other causes. 

Ths patient did not seem to have any susceptibility to it. In fact, 
Dr. Ross injected after the attack, a small quantity under the skin 
and there was no reaction; but the man did have a small quantity of 
cocain before the injection of four to six drams of novocain, with 
6 minums of adrenalin to the ounce. 


’ 


Great care has been taken at the Clinic that that amount should not 
be exceeded. The novocain was used during the submucous resec- 
tion; and following that, when it was attempted to use it in the tonsil 
cocain applied locally before the injection of our to six drams of novo- 
cain, with 6 minums of adrenalin to the ounce. 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924. 
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SQUAMOUS-CELL CARCINOMA OF TONSIL.* 
Dr. Martin Ross, New York. 

Although carcinoma of the tonsil is considered a compartively rare 
disease, and sarcoma much more prevalent, still, a review of the liter- 
ature of the last fifteen years does not corroborate this belief. This, 
however, may be due to the fact that, being considered rare, carcinoma 
is more frequently reported, whereas sarcoma less commonly. 

Case report: W. H., male, age 53 years, a longshoreman by occu- 
pation, first came under observation Dec. 27, 1923, complaining of 
difficulty in nasal respiration. 

Family history, negative. Both parents lived to a ripe age; no his- 
tory of tuberculosis, syphilis or cancer. ; 

Personal history: Patient has always been well and active, never 
within his memory having found it necessary to seek medical advice. 
No history of venereal disease. 

Present illness: Dates back to six weeks prior to admission to 
clinic. At that time he noticed a very slight difficulty in nasal breath- 
ing, bilateral and constant. No discharge of any nature. At the 
same time he observed a similarly slight difficulty in swallowing. For 
several weeks he thought his condition due to a cold and treated him- 
self accordingly. 

On admission he did not complain of any pain or physical weak- 
ness, suffered no loss of weight, retained a healthy appetite and nor- 
mal digestion. In other words, except for a slight impairment in 
nasal respiration and in swallowing, he had no complaint of any 
nature to offer. 

Physical examination showed a robust individual, well-nourished, 
good color, but with breathing somewhat labored; mouth partially 
open. Pulse of good character, even, regular, 80 at rest. Respira- 
tion .22. His voice was somewhat muffled in character, although 
showing no tendency to hoarseness. Examination of his nose showed 
a deviated septum, non-obstructive, and a slightly dry condition of 
his nasal mucous membrane, with a tendency to crust formation. 
This, however, was not sufficient to cause appreciable obstruction. 

Examination of his mouth showed a tonsillar mass bulging some- 
what forward into the mouth, involving the soft-palate and displac- 
ing the uvula to opposite side. This mass presented a smooth, glossy 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924. 
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surface, pinkish red in color, with mucous membrane smoothly and 
tightly drawn over it. At the upper part of this growth, involving 
the anterior pillar, and the adjacent part of uvula, there appeared a 
very small area of ulceration, about 1% c.m. in size. This area was 
dirty gray in color, with smooth edges and a suggestion of a fungat- 
ing surface. To the touch, the entire mass was firm with a marked 
area of infiltration shading imperceptibly into the tissues of the soft- 
palate. There was no bleeding or increased salivation. No involve- 
ment of the pharyngeal wall could be found. A view of the naso- 
pharynx and larynx could not be obtained. The glands at the angle 
of the jaw were palpable, but not appreciably enlarged. 

A smear from the surface of the ulceration was negative for Vin- 
cent’s. Blood Wassermann likewise negative. 

On Dec. 29 a biopsy was taken in the region of the ulceration, with 
the following report: 

“Specimen is very superficial. It shows a squamous epithelial 
lining which is regular and sharply defined from the stroma. In the 
stroma islands and strands of squamous cells can be seen which are 
in no connection with the lining epithelium. The composing cells are 
irregular and show differences in size and’ shape of the cells and of 
the nuclei. One mitotic figure and several very irregular nuclei are 
found. Some of the cells show necrosis. There is round cell infil- 
tration of the stroma around these cells.” 

Diagnosis: Squamous-cell carcinoma. 

The area of infiltration was so extensive that the case was deemed 
in an inoperable stage and accordingly referred for radium therapy. 

On Jan. 15, 1924, 85 mg. and 2 10-mg. needles without screenage 
were imbedded in the tumor for 4 hours, a total of 240 mg. hours. 

On Jan. 22, 1924, application of 4 25-mg. needles on a 1-inch block 
was made to the left side of the neck for 24 hours, a total of 2400 
mg. hours. 

On Jan. 24, 1924, the left tonsil appeared greatly swollen with a 
large slough on its surface and slight ulceration on the pharyngeal 
wall. There was a very marked enlargement of the cervical glands 
particularly on the side opposite to the growth. Breath very fetid. 

On Jan. 29, 1924, the growth appeared distinctly smaller and soft- 
er; large ulceration on the surface of the tonsil with dirty grayish 
green slough. Ulceration on pharyngeal wall still present; cervical 
glands have receded greatly. Patient feels much improved, can 
breathe better through his nose and can swallow with much less dif- 
ficulty, although at no time was this a prominent symptom. Breath 
remains very fetid. His appetite remains good, feels strong and has 
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easily maintained his body weight ; he sleeps soundly at night. There 
is now present a slight pain at the left side of his throat, undoubtedly 
due to ulceration following radium therapy. 

On Feb. 11, 1924, 3-12'mg., 2-10 mg., and 5-5 mg. needles, with- 
out screenage, were imbedded in left tonsil for four hours. The ul 
ceration of tonsil has now spread to soft-palate, with the resulting 
production of a void. Voice has a nasal twang and patient is com- 
mencing to experience difficulty in swallowing fluids, which tend to 
regurgitate through nose. 

Mar. 10, the void in soft-palate has increased markedly so that 
the left half of pharyngeal wall can be easily seen. There is increased 
difficulty in swallowing liquids and semi-solid foods. Glands at the 
angle of jaws are distinctly enlarged, but to what extent this is due 
to inflammatory reaction following radium therapy, is a matter of 
conjecture. There has been no loss of weight, and patient is in excel 
lent physical condition. 

On Mar. 13, 1924, a 4-25 mg. needles on % inch thick block were 
applied to left side of neck for 24 hours. 

On Apr. 1, 1924, left half of soft-palate to a large extent sloughed 
off, as a result of radium. Margins of wound, however, are clean 
No area of ulceration visible, although there is some infiltration of 
soft-palate still present. Glands still enlarged. One gland over ramus 
of right mandible distinctly painful. 

On Apr. 10, 1924, 1-50 mg. tube on string was placed in naso 


pharynx for 16% hours. 


Apr. 15, 1924, there has been no change in patient’s physical con 
dition. He feels perfectly well, and except for the annoyance of 
regurgitation of fluids through nose, has no complaint to offer. He 
is, of course, still under treatment, and it is much too soon to pass 
comment on the ultimate result of this case. However, he shows dis- 
tinct improvement and its future course will be a matter of interest. 


Malignant involvement of the tonsil is principally a disease of the 
male, less than 20 per cent occurring in the female. Carcinoma 
seldom occurs below fifty, its average age of incidence being 56, 
while sarcoma may occur at any age, its average being 47. This 
really gives a false impression, as the age of the sarcomatous patient 
is commonly below 40, but the average is elevated by the presence of 
the disease in a few very much older patients. The age of the car- 
cinomatous patient is less varying. In the differential diagnosis be- 
tween carcinoma and sarcoma, much has been said of the lateness of 
the glandular involvement in the case of the latter. This is true of 
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sarcoma everywhere but in the tonsil. Glandular involvement may 
be just as marked and just as early an occurrence as in the case of 
carcinoma. 

From simple hypertrophies, peritonsilar abscess, lupus, diphtheria, 
Vincent’s and syphilis, malignant diseases can easily be differentiated 
by the history, inspection, palpation, blood test and biopsy. 

In a review of the literature of malignant growths of the tonsil 
published since 1910, a series of 37 cases were obtained in which 
diagnosis was definitely established by microscopic examination. Clin- 
ical diagnosis alone was not accepted in this series. Of this number. 
20 were carcinoma and 17 sarcoma. Of the 20 cases of carcinoma, 
no less than fifteen occurred on the left side, while one was bilateral, 
but more markedly involved on the left side, while only 4 cases were 
confined to the right tonsil. This gives an incidence of occurrence on 
the left side of 80 per cent. 

Of the 17 cases of sarcoma, 11 occurred on the right side and 5 on 
the left, one bilateral case showing a greater degree of involvement 
on the right side. If this is true, and is substantiated by further 
reports, it not only is a point of interest, but may be of some diagnos- 
tic value in differentiating the two great groups of malignancy of 
the tonsil. 


Of recent there has been some discussion as to whether epithelioma 
of the tonsil has its origin in the epithelium of the tonsil proper or its 
adjoining pillars. 

Whenever epithelium normally or abnormally tends to change its 
type, such a change is more likely to produce epithelioma than the 
centre of an epithelial area. This is well shown in malignant disease 
of lips or anus, where carcinoma seems to have a predilection for 
the muco-cutaneous junction. This same factor may be applied to the 
tonsil, the favorite site, therefore, being at junction of the epithelial 
surface of tonsil and pillar. An established fact is, that, at the age 
when carcinoma is more prevalent, the tonsil, if any exists, has, reg- 
ularly as we approach its center, a stabilized though proliferated epi- 
thelium covering it. Such activity and tendency to mutation as 
persists is chiefly at the periphery. There, also, it is more exposed 
to attrition and injury. For these reasons we would, a priori, expect 
a greater incidence of incipient cancer in this peripheral zone, 
whether in or just outside the tonsilar tissue proper. 


From the statistics, it would be almost impossible to establish the 
validity of such an hypothesis, because the reports of cancer of the 
tonsil allude to more or less advanced disease which would preclude 
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the possibility of saying, even if it is already situated in tne tonsil, 
whether or not it really began there. 


Case Sex Age Side Type Initial Complaint 
1 M 57 Left Carcinoma Lump in neck 
2 M 58 Left Carcinoma Pain 
3 M 75 Left Carcinoma Sore throat 
4 M 63 Left Carcinoma Pain on swallowing 
5 M 54 Bilateral Carcinoma Pain on swallowing 
6 M 35 Left Round cell Sarcoma Pain on swallowing 
7 M 62 Left Carcinoma Sense of fulness in throat 
8 F 65 Bilateral Lympho-Sarcoma Lump in neck 
9 F 61 Right Sarcoma Lump in neck 
10 M 48 Right Epithelioma Sore throat 
11 M 62 Right Round cell Sarcoma Lump right side of throat 
12 M 66 Left Epithelioma Sore throat 
13 M 62 Right Round cell Sarcoma ? 
14 F 35 Right Lympho-Sarcoma Enlargement of right 
tonsil 
15 M 67 Left Carcinoma ? 
16 M 53 Left Carcinoma Sore throat 
17 M 64 Left Epithelioma ? 
18 F 66 Right Carcinoma ? 
19 M 37 Right Sarcoma Swelling of jaw 
20 M 54 Left Round cell Sarcoma Swelling of jaw 
21 M 47 Left Epithelioma Difficulty swallowing 
22 M 31 Left Sarcoma ? 
23 M 65 Left Epithelioma Sore throat 
24 M $1 ? Sarcoma ? 
25 F 44 Both Round cell Sarcoma Sore throat 
26 M 55 Right Carcinoma Sore throat 
27 M 13 Right Large round cell Pain right ear 
Sarcoma 
28 M ? Right Sarcoma ? 
29 M 53 Left Carcinoma Difficulty breathing 
through nose 
80 M 49 Right Sarcoma Pain on swallowing 
$1 F 13 Right Round cell Sarcoma Lump right side neck 
32 F 26 Left Spindle cell Sarcoma Sore throat 
33 M 56 Left Epithelioma Pain and difficulty 
swallowing 
34 M 42 Right Epithelioma Pain swallowing 
36 ? 87 Right Sarcoma Lump in neck 
36 M 67 Left Epithelioma ? 
37 M 38 Left Round cell Sarcoma Dyspnoea 


As to treatment, surgery, diathermy, X-ray and radium all have 
Each of these therapeutic measures undoubtedly 


their exponents. 





has its own sphere of usefulness. A study of results in a great num- 
ber of cases reveals the need for more heroic treatment. It is not 
uncommon to hear of cancer in other parts of the body seemingly 
cured. In the tonsil this is exceptionally rare. Death is almost the 
invariable result within two years. This being the case, the oppon- 
ents of surgery score their most damaging point: if death is to ensue 
within two years, why subject the -patient to the added burden of 
operation when radium will produce the same palliative result with- 
out any discomfort? The answer to this might be in the nature of a 
plea—a plea for earlier recognition of the disease. A cure can only 
be hoped for when the tumor mass has not extended beyond a point 








20 ROSS: CARCINOMA OF TONSIL. 


where complete eradication is possible. If the case presents a dif- 
fuse infiltration with glandular involvement, complete extirpation is 
scarcely feasible. Surgery, except for mechanical relief in an emer- 
gency, is then not only of no advantage, but is distinctly contra-indi- 
cated. In those cases, however, where the growth appears localized, 
radical removal with resection of the glands of the neck and ligation 
of the external carotid artery and facial vein, followed by a course 
of radium treatment seems to hold out greatest hope. 

In this connection the dangers of delayed diagnosis cannot be over- 
emphasized. The time consumed in repeated blood examinations, 
therapeutic tests and observation of the progress of the case, often 
permits an operative case to reach the inoperative stage. Any uni- 
lateral enlargement of the tonsil in an adult should always be re- 
garded with grave suspicion and treated that way until proven other- 
wise. 
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REMOVAL OF STENSON’S DUCT FROM THE RIGHT 
ANTRUM BY PLASTIC METHODS, ETC. 
Dr. J. E. SHEEHAN, New York. 

Mrs. M., age 60 years, was operated upon in December, 1922, for 
empyemia of the right antrum by the Caldwell-Luc method. Shortly 
after the operation, double mastoiditis and double lobar pneumonia 
developed, and the patient complained of a very annoying discharge 
from the nostrils, which was aggravated before and during meals. 
She sought relief from this condition unavailingly until last summer, 
when she was referred to Dr. Charles Imperatori, who determined 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924. 
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that the discharge was salivary in its nature and had resulted from 
an improper operation on the antrum. The Stenson’s duct had been 
severed and had found its way into the antral scar, with resulting 
salivation through the nose. He referred the case to me to inquire 
whether by plastic methods, the condition could be relieved. 

Operation. 

I referred her to a dentist, who made a cup-shaped splint and at- 
tached it to her dental place, as her mouth was edentulous. To the 
centre of the splint was attached an upright semi-flexible piece of 
metal with three triangular wings to carry the stent. Over this we 
spread a Thiersch graft, which when inserted and left for ten days 
provided epithelial lining for the cheek and the area over and below 
the antrum. These healthy apposing surfaces maintaining natural 
separation, the duct was relieved of pressure, and the saliva encour- 
aged to follow the natural route. The operation was performed 
Jan. 2, 1924, Dr. Charles Imperatori observing. 

I incised the right gum along the course of the old incision and 
separated the cheek tissue from the scar covered antral wall, inci- 
dentally freeing Stenson’s duct from the contractures. 

A model of the raw area was made by inserting the sterile stent, 
made soft and pliable by immersion in hot water, in the newly-made 
cheek cavity, through the gingival incision. After the modelled 
stent was allowed to cool, a Thiersch graft was wrapped around it, 
raw surface uppermost. The skin-covered mould was attached to 
the prosthesis appliance attached to the dental plate in the cheek, per 
gingival incision. 

The whole appliance was left in situ for ten days. Then upon 
inspection the cavity showed the formerly raw areas to be covered 
with an epithelial lining, greyish white in color. 

Mar. 26, patient was discharged from the hospital as cured. She 
now salivated through the mouth and there was relief from the in- 
tractable headaches of which she had complained since the first 
antral operation. 

There still remains an antral opening which may be closed by a 
flap from the palate, if the condition of the patient warrants the 
procedure. 


24 East 48th St. 








PLASTIC REPAIR OF THE SYPHILITIC NOSE.* 
Dr. J. EASTMAN SHEEHAN, New York. 

There are, broadly speaking, three classes of syphilitic nose dis- 
figurements, which, for facility of reference will be referred to in 
numerical order, corresponding to the degree of destruction. 

The first class: In the first class, the intranasal structure is intact, 
there is some loss of mucous membrane replaced by scar tissue and 
partial destruction of the cartilaginous bridge. This type is less 
frequent than the others. The loss of mucous membrane is not ex- 
tensive, and is confined to the anterior superior quadrant. In this 
class of case it is not necessary, as a rule, to provide a lining. All 
that need be done is to implant chrondal cartilage, properly shapened 
to give support and overcome disfigurement. 

The second class: In the second class, which is the commonest 
type, there is extensive destruction of the mucous membrane and 
usually of the intranasal structure and of the bony and cartilaginous 
bridge. No successful result can be achieved in the treatment of 
cases of this class unless a lining is provided. The proper lining is 
provided by. grafting skin of the Thiersch order upon a supporting 
frame. If the grafting is successful, as is generally the case, it will 
change the appearance of the nose to that which results from a sim- 
ple depressed fracture. Later, the appearance is improved by the 
implantation of chrondal cartilage. 

The third class: Rhinoplasty. In the third class of syphilitic dis- 
figurements there is destruction of the intranasal parts and total or 
partial loss of the skin covering, and rhinoplasty, more or less exten- 
sive, is the method of repair. The lining is obtained by swinging 
side skin flaps, properly designed, across the nose, and suturing 
them together. 

The external covering is obtained from the forehead, scalp, upper 
chest, arm or abdomen, by the tube pedicle method. The skin from 
the forehead best matches the normal nose covering and the cosmetic 
result is best where it is used. In the repair of the syphilitic nose of 
this class, there is undoubtedly a greater risk of gangrene occurring 
in a flap, because the presence of syphilitic endarteritis interferes 
with the proper nourishment of the flap. Therefore, it is always 
advisable to have such cases cured of the disease before repair 
is attempted. 





*As given before the Brooklyn Eye and Ear Hospital. 
*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar, 26, 1924. 
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IMPLANTATION OF STENSON’S DUCT INTO THE 
ANTRUM FOR THE RELIEF OF DRY FETID 
CATARRH, WITH AN EPITOME OF THE 
OPERATIVE TREATMENT OF OZENA.* 

Dr. J. EAstMAN SHEEHAN, New York City. 

Mrs. Mary F., age 23 years, married, no children. 

Since the ninth year of life the patient had been complaining of 
headaches of a general type. She habitually expressed large quan- 
tities of scabs from her nose, accompanied by very offensive odor. 
There had been much bleeding at times. She also complained of 
dizziness of a circular nature on bending forward, with a general 
tired feeling and inability to perform much household work. She 
also miscarried on three occasions. 

Two years ago she entered the Clinic of the Post-Graduate Hos- 
pital for the relief of these distressing and uncomfortable symptoms. 
She was treated for some time with topical applications of various 
drugs in solution, also by lavage, packing, ovarian extract, tonics 
and fresh air, with only temporary improvement. 

She again applied for admission to the Post-Graduate Hospital 
Clinic this year, and after a short treatment without effect I advised 
her to submit to a surgical procedure. Examination disclosed the 
formation of crusts, which were extensive, very adherent, and which, 
upon removal, would leave a bleeding surface. There was also 
atrophy of the turbinal bones and membranes of the whole intranasal 
parts. As the disease was more marked on the right side than on the 
left, I decided to implant Stenson’s duct into the right antrum. The 
salivary discharge from which washes both sides of the nose, the 
excess passing out through the mouth. The operation was performed 
by me, Feb. 4, 1924, under local anesthesia. She went through rather 
a stormy post-operative period, complicated by miscarriage and mas- 
titis, both of which conditions necessitated further surgical inter- 
ference. 

At present, all her symptoms have passed and inspection of the 
intranasal parts shows the absence of crust formation or bleeding 
areas, with a marked regeneration of the mucous membrane. The 
headaches have disappeared. 





*Case presented before the New York Academy of Medicine 
evening. March 26, 1924. 

*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924 
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It is not within the range of this paper to ferret out the probable 
cause of ozena, but to bring to your attention advances made within 
the last few years through several ingenious operations designed for 
the relief of dry, fetid catarrh. 

THE WITTMAACK OPERATION, WITH THE AUTHOR’S MODIFICATION. 

The attempt to afford relief and to prevent crust formation, fetor 
and headaches by narrowing the nasal chambers and continuous 
cleansing of the nasal chambers is typified in the Wittmaack proced- 
ure. Wittmaack conceived the idea that if the nose could be kept 
clean, as the mouth is, by means of secretions pouring into it, the 
prevention of crusts and fetor would be a fait accompli. He there- 
fore devised his operation to implant Stenson’s duct into the antrum, 
since, with this accomplished, patients would salivate through the 
nose and the nasal chambers, periodically flushed with saliva, would 
be kept clean. 

Operation: ‘The antrum is opened according to the method of 
Caldwell-Luc. Stenson’s duct is freely dissected from its bed with 
a wide area of mucous membrane around the ampulla. ‘The duct is 
dissected in such a way that when it is fixed to the mucous membrane 
of the middle meatus of the nose, there shall be no tension. 

While it is true that the constant flow of saliva does prevent the 
formation of crusts and fetor and alleviate headaches, it may also 
prove that the flow of saliva through the nose is an occasion of great 
annoyance to the patient. With this in view, and to provide that the 
excess of saliva over what is required in the nose shall flow into the 
mouth, the author has introduced a modification of the Wittmaack 
method. 

After the duct is properly stitched in its new bed, the mucous 
membranes of the gingival and labial flaps anteriorly are sewn upon 
themselves. This gives the oposing surfaces an unrawed area which 
eventually results in an antral sinus. The salivary excess now 
reaches the mouth through the newly made antral sinus. If the flow 
of saliva still proves a great inconvenience to the patient, the produc- 
tion of the supply can be greatly curtailed by several applications of 
X-ray to the parotid gland, the effect of which is to lessen the activity 
of the gland, and therefore to restrict the production of saliva. 

LAUTENSCHLAGER’S OPERATION. 

Lautenschlager states that there are microscopic changes of a 
pathologic nature in the mucous membranes and bony walls of the 
antra and ethmoids. As a result of these changes, he insists these 
cavities should be dealt with and laid open. He is supported in his 
views by Rundstrom. 








SHEEHAN: STENSON’S DUCT IMPLANTATION 25 


Operation: ‘This consists in displacing the outer nasal wall in- 
wards. Through the canine fossa the antrum is exposed and the 
mucous membrane removed. ‘The mucous membrane of the nose is 
separated from the nasal wall and along the nasal floor. The nasal 
wall is separated by chiseling first through the canine fossa back- 
wards along the floor of the antrum; then a second chiseling process 
is carried out, beginning below the attachment of the inferior tur- 
binal. ‘Fhat part of the nasal lateral wall is now completely separated 
and is pushed inwards and downwards until it approaches the floor of 
the nose. The membranes of the septum and turbinals are scarified 
to promote adhesions between these parts. In case the middle 
meatus is too roomy, this can be narrowed by pushing the middle 
meatal wall inward. 

The antrum is now packed with strips of iodoform gauze quite 
tightly, to make the outer nasal wall secure in its new position. 

The packing remains several weeks. To overcome suppuration 
and odor as a result of leaving the packing this length of time, I am 
now using modeled stent, which is removed after two weeks. This 
not only prevents suppuration and odor, but the bones are more se- 
curely held in their new place. 

The mouth wound is closed with horsehair sutures, after the re- 
moval of the stent. Wittmaack’s operation can be combined with 
this one of Lautenschlager’s, and, with the author’s modification of 
these two operations, most pleasing results can be obtained. 

LAUTENSCHLAGER-HALLE OPERATION. 

Halle modified Lautenschlager’s operation in that all manipulations 
are carried out intranasally. The whole outer wall of the nose is 
displaced inwards. Halle incises the mucous membrane anteriorly 
to the middle turbinate and extends the incision downwards in front 
of the inferior turbinate, then forward along the floor of the nose to 
the septum. The mucous membrane is thus completely separated 
from the bone. The anterior nasal wall is cut with a chisel in a 
vertical line and then chiseled backwards on a horizontal plane, at 
the upper and lower ends of the incision. 

The nasal wall is now forcibly pushed inwards, using a strong, 
flat chiselk The mucous membrane of the septum and _turbinal 
regions are freshened to promote adhesions. If the antra are dis- 
eased, this can be dealt with. Packing, tightly inserted, is removed 
after five days. Halle states the results are as good as with the 
Lautenschlager operation, with less pain, with less discomfort to the 
patient because of the shorter duration of the packing, and generally 
less exacting after-treatment. 
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HINSBERG OPERATION. 

This has to do with the narrowing of the nasal chambers. Hins- 
berg is an adherent of those who emphasize the importance of the 
mechanical factor. The antra are opened through the canine fossae ; 
two incisions are made through the bone of the inner nasal antral 
wall, the lower incision being brought through the pyriform fossa 
and extended backward to the posterior walls of the antra. The 
upper incision separates the nasal process of the maxilla. The sep- 
arated bone is forcibly pressed inwards and held in its new position 
with wire. A very strong needle, carrying wire, is passed from one 
antrum to the other. To the end of the wire is attached a metal disc 
emplaced over the antrum. Tension is now exerted upon the wire, 
and a second disc is placed at the other end of the wire and secured in 
place by clamping a lead bead firmly on it. The tissue reaction is apt 
to be quite severe, but the author states it quite subsides within ten 
days to a fortnight. The plates are removed after ten weeks. This 
method is known as the “‘Platten-Naht of Hinsberg”’. 

Narrowing the nasal chamber by insinuating various substances 
under the mucous membrane of the floor of the nose and nasal sep- 
tum has also been essayed. Moure, in 1902, used paraffin with a melt- 
ing point of 45° C. with some success. Vaseline, with and without 
baryta, has been used. Freshly drawn blood taken from a vein and 
injected beneath the mucous membrane or periosteum of the septum, 
floor of the nose and turbinals, has its advocates. 

Implantations of bone and cartilage have been widely used, but as 
bone grafts do not always take, costal cartilage has of late been more 
extensively favored because it can be depended upon to “take’’. 

The ideal operation for ozena has not yet been evolved, but the 
concensus of opinion of workers is that to obtain the best results sur- 
gically, the nose should be narrowed, especially the lower meatus, 
and the mucous membrane be kept clean. Many operators advise 
that the milder cases should also be dealt with surgically. 
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HEMORRHAGE FOLLOWING ETHMOID AND OTHER 
SINUS OPEPRATIONS.* 
Dr. SAMUEL KULKIN, New York. 

REPORT OF A FATAL Operative Cast SHOWING DEVELOPMENTAL 
ABSENCE OF THE OUTER SPHENOIDAL WALL, etc. F. F. Emer- 
son, THE LARYNGOSCOPE, 19:43, 1909. 

A school teacher, age 21 years, had suffered from “catarrh” since 
childhood, examination showing a tenacious mass covering the entire 
surface of the pharyngeal vault, and a bullet-pointed probe revealing 
a carious area in the sphenoid. 

July 5, 1904, the right anterior sphenoidal wall was removed with 
Gruenwald forceps, together with the anterior end of the right mid- 
die turbinate. On Apr. 15, 1905, the anterior sphenoidal wall on the 
left was removed, together with the anterior end of the left middle 
turbinate ; and the carious area on the floor and inner wall curetted 

Nov. 17,-1906, the patient returned complaining of a return of 
symptoms. A large cell filled with pus was found in the remains of 
the left middle turbinate, which was opened and drained. May 25, 
1907, the thin tenacious grayish coating was found to be still present 
over the pharyngeal vault. A thorough examination was now made 
and in the right sphenoid a carious area was felt on the outer walls, 
with a soft mass posteriorly. This was taken to be polypoid and but 
little force was used in probing for fear of exciting hemorrhage. A 
curette was introduced and turned toward the outer wall, and on its 
withdrawal there was a profuse venous hemorrhage and a convulsio1 
The patient immediately became unconscious and died in seven hours 

At autopsy a hemorrhagic clot filled the calvarium. A large vari- 
cose vein was found to occupy a dehiscence in the outer wall of the 
right sphenoid, which communicated directly with the cavernous 
sinus, and was the cause of death. The remaining ethmoid cells were 
everywhere necrotic, and about a half ounce of mucopurulent secre- 
tion was found. 

TRANSACTIONS OF THE SECTION ON LARYNGOLOGY, OTOLOGY ANI 
RHINOLOGY oF THE A. M. A. 1916. (Symposium on Sinus 
Disease). 

George E. Shambaugh: Surgery of the Ethmoid Labyrinth (p. 85) 

“As regards after-treatment, most of the cases require no special 

treatment ... . require no tampon if the patient remains at the hos- 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924. 


~ 
27 








eta) KULKIN: SINUS OPERATIONS. 


pital where directions can be left for the introduction of a tampon in 
‘ase secondary bleeding requires it. Occasionally one meets with 
severe bleeding at the time of the operation which may require the 
immediate introduction of a tampon. This should always be removed 
not later than the following day.” 

Ross Hall Skillern: Sphenoid Sinus (p. 109). “The sharp hook 

. is of great value, particularly where judiciously applied, as it is 
ilways working away from points of danger. The only possibility 
is a sudden breaking in with injury to the lateral sinus wall and the 
langerous or even fatal hemorrhage that will surely follow.” 

“Hemorrhage. Under ordinary circumstances the bleeding met 
with during and after operation is trivial, provided one does not go 
lown too deep into the sinus floor. The source of dangerous hemor- 
rhages while opening the sinus is the sphenoidal branch of the naso- 
palatine which traverses its floor. After the sinus is opened, the 
cavernous sinus lying laterally is to be avoided, as two cases of acci- 
ental injury to these veins during curettement have been reported. 
One was fortunately controlled by tampons, but the other resulted 
fatally.” (See Emerson abstract.) 

“Post-operative hemorrhage has been known to occur as late as 
the fifteenth day (see Myles abstract); five cases also have been 
reported as occurring on the seventh to tenth, one of which required 
ligation of the external carotid. As far as tampons are concerned 
they had best be omitted entirely. The sinus will drain better with- 
ut them and it is now the concensus of opinion that to promote heal- 
ing they are without value and may even exert deleterious influences. 
nly for the purpose of controlling hemorrhage should they be 
placed in the sphenoid sinus.” 


REPHINING AND CURETTAGE OF SPHENOIDAL SINUS: PROFUSE SEC- 
ONDARY HEMORRHAGE REQUIRING LITIGATION OF THE EXTER- 
NAL CAroTIp ARTERY. Robert C. Myles, Tur LAryNcoscopr, 
13 :293, 1903. 


The patient was presented before the Section on Laryngology and 
Rhinology of the New York Academy of Medicine. He had suf- 
fered from general sinusitis associated with atrophic rhinitis. ‘The 


right ethmoid cells had done well under operation, there was a necro- 
tic area and perforation in the left sphenoidal wall—a copious dis- 
charge of more or less putrid mucopurulent matter—issued constant- 
ly from the cell. ‘The trephine and curette were used on Jan. 1 to 
enlarge the opening, and on Jan. 9 there was a very alarming hem- 
orrhage, which in the surgeon’s presence recurred several times. The 
hemorrhage was so profuse that the patient lost about a pint and a 
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half of blood in three minutes. The wound was promptly and vig- 
orously packed, and the patient removed to the hospital, but on re- 
moving the packing two days later the hemorrhage recurred. As 
the patient was nearly exsanguinated, the external carotid was ligated 
under cocain anesthesia. Catgut was placed around the common caro- 
tid for 24 hours and the external carotid tied because it was uncer- 
tain whether or not necrosis had occurred on the lateral wall, and 
that hemorrhage was taking place from the internal carotid. It was 
hard to realize that so much blood could come from the terminal 
branches of the internal maxillary artery in such a short time. Hemo- 
philic symptoms appeared for several days in the mucosa of bot! 
sides, which required tamponage. The patient at the time of the 
report was making decided improvement in a local and constitutional 
sense. 


MALIGNANT HYPERNEPHROMA OF THE ETHMOIDAL REGION. 
Arrowsmith, THe LaryNGoscore, 26 :909, 1916. 

The author was absent from his service when the patient, a negro, 
age 56 years, was admitted, and in his absence, his assistant remover 
from the patient’s left nostril what appeared to be a polyp, using a 
cold snare. Profuse hemorrhage, necessitating tamponing immedi- 
ately followed, but a few days later the patient was allowed to g 
home. As microscopic examination of the tumor suggested hypet 
nephroma the author sent for the patient, and on his return to the 
hospital he was continually subject to profuse nose-bleeds, which 
diminished his hemoglobin to 30, from which point it would slowly 
rise until reduced by another hemorrhage. Rhinoscopic examinatior 
revealed a mass in the left nostril which the author exposed by 
lateral rhinostomy after Moure’s method and removed a friable yel- 
low mass which had involved and destroyed the entire left ethmoid 
region, and the inner wall of the orbit. Bleeding was very free, de- 
spite preliminary ligation of the external carotid, and the patient, 
who had already lost so much blood, died three hours after operation 


NorMAL Horsk&-SERUM IN HEMORRHAGES FROM NOSE AND THROA‘ 
Orrrations. C. F. Theisen and N. K. Fromm. N. Y. Med 
Jour., 100 :875, 1914. 

In the cases here reported serum injections were given irrespectiv« 
of the coagulation time when, from a history of severe hemorrhage 
in the patient’s family, or severe spontaneous hemorrhage in the 
patient, an unusual amount of bleeding after operation, was to be 
expected. Case 7, a farmer’s son, though strong looking, had a very 
slow coagulation time and gave a history of severe nasal hemorrhages 
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and excessive bleeding when teeth had been extracted. There was 
also a hemorrhagic family tendency. Chronic ethmoiditis for years 
with severe periodical headache on same side. Fifteen c.c. of serum 
were injected 17 hours before tonsillectomy, middle turbinectomy 
and curettage of anterior ethmoid cells. “There was practically no 
bleeding during the tonsillectomy, nor afterward. In the ethmoid 
operation, which is usually attended by profuse bleeding, there was 
also very slight loss of blood. No nasal tampons were used.” 


CasE oF INTRANASAL ETHMOID EXENTERATION ACCOMPANIED BY 
UNCONTROLLABLE HEMORRHAGE; DEATH. Dunbar Roy, Ann. 
Otol., Rhinol. and Laryngol., 30 :922, 1821. 

A boy, age 18 years, a strong, robust country lad, presented a sup- 
purating ethmoiditis with numerous polypi. No blood examination 
was made, and the day after examination an intranasal exenteration 
was performed on the left side. The whole ethmoid region was poly- 
poid and soft, requiring the use of the snare, curette and cutting for- 
septs. A good opening was also made through the naso-frontal duct 
and the frontal sinus thoroughly irrigated. The sphenoid was also 
pened, because it was very soft and a curette easily entered the ari- 
trum. No packing was used and there was no undue amount of 
hemorrhage. Discharged the third day. 

Four months later the patient returned for examination. The left 
side was “in excellent shape” but there was headache and profuse 
purulent discharge on the right. This side was operated the next 
day in the same manner as the previous intervention, and all went 
well until the fourth day, when there was hemorrhage from the right 
side, which was checked without using a tampon. Two days later, 
late in the evening, profuse hemorrhage set in and the patient being 
brought to the hospital by ambulance, both sides were packed tightly 
with sterile gauze. He was given horse-serum, and morphin and 
atropin, and these measures seemed to control the hemorrhage; at 
9 the next morning only slight serous oozing was present. The con- 
dition, however, became progressively worse and eight days after 
operation the bleeding recommenced despite all precautions. The next 
day the common carotid was ligated, after which active bleeding 
ceased, but the condition was still grave. Seven days after litigation 
bleeding began from the neck incision, though there was none from 
the nose and throat. That evening it was decided to try to stop the 
bleeding surgically, to which end the patient was taken to the oper- 
ating room and gas ether anesthesia given. Respiration ceased almost 
immediately and all efforts at resuscitation failed. No autopsy was 
permitted, but when the wound was opened on the operating table, 
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all the neck muscles and fascia were found undermined, and an 
immense cavity filled with clotted blood revealed, extending even as 
far as the chin. The suture on the carotid was firm and there was 
complete ligation. 3 


The author states that like many others he had operated upon a 
number of cases where the hemorrhage was very severe, but none 
where surgical ingenuity was so taxed as in this one. “Knowing 
that the posterior ethmoid cells derived their arterial supply from the 
spheno-palatine, a branch of the internal maxillary, from the external 
carotid and from the ethmoidal branches of the ophthalmic artery, a 
branch from the internal carotid, we felt assured that the tying of 
the common artery would take care of all the hemorrhage on the left 
side. This proved correct, as all bleeding ceased from the nasal cav- 
ity and all tampons were removed. But why the hemorrhage should 
start from the wound in the neck, and this also be so uncontrollable, 
is a question difficult to answer. .. . Evidently a slow bacteremia had 
been progressing for some time, due to the absorption for years of 
pus from the ethmoid cells, and this had undermined the coats of the 
blood vessels as well as the integrity of other body tissues . . . these 
extreme cases of necrosing ethmoiditis are not without their dangers.” 

Harold Hays, describing “a simple, bloodless and painless opera- 
tion for the complete exenteration of the ethmoid labyrinth” (Tur 
LARYNGOSCOPE, 31:186, 1921), says: “Never having been able to 
perform a satisfactory operation on the ethmoid labyrinth, either by 
the Ballenger method or the Mosher method, or any of the other 
methods described, chiefly because the instruments were not applic- 
able to every case and because of the profuse hemorrhage, I finally 
worked out the simple operation which I am about to describe, which 
is both painless and bloodless.” 


FATALITIES FOLLOWING OPERATIONS Upon THE NOSE AND THROAT 
Not DEPENDENT Upon ANESTHESIA. H.W. Loeb, Ann. Otol., 
Rhinol. and Laryngol., 31:273, June, 1922. 


Under the sub-heading “Hemorrhage” a table is given of fatalities 
from this cause occuring in different nose and throat operations. 
Sinus operation is credited with four. These are further tabulated as 
“hemorrhage resulted in death following puncture of the maxillary 
sinus, the bleeding being from both the gums and nose. A resection 
of the naso-maxillary wall came to a fatal issue by reason of hemor- 
rhage; another death after removal of polypi, and still another after 
ethmoid exenteration. In none of these cases was there anything to 
anticipate a fatal hemorrhage.” 
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This paper is based upon 332 fatalities which the author collected 
(apparently by a questionaire). No references are given, nor the 
names of the surgeons in whose practice the fatality occurred. 

In discussion of this paper, Dr. Harris P. Mosher, of Boston, said: 
“The public has been trained to think the sphenoid operation dan- 
gerous”’ but “a mistake had been made in allowing house officers to 
think they understand the ethmoid.” He was accustomed to address 
his post-graduate class in some such terms as this: “Gentlemen, if T 
ever succeed in putting the fear of God into you, in regard to the eth- 
moid, I have not lived in vain.” It would be well to spread all over 
the country a more sensitive surgical conscience in regard to opera- 
tions on the nose and throat.” 

Information on this subject is very meager indeed. Examination 
of recent text-books—for example, Skillern (4th ed., 1923) and Phil- 
lips, most recent edition (1922) reveals no mention even of the pos- 
sibility of postoperative hemorrhage in ethmoidal or sphenoidal oper- 
ations. Coakley (6th ed., 1922) says: “If hemorrhage is so profuse 
as to obscure the field from view, the operator should invariably re- 
frain from proceeding until he can control the bleeding and see exact- 
ly what is being accomplished at each step of the operation. If this 
cannot be accomplished, one should stop the operation and complete 
it at a later date, making it a two or three stage operation if 
necessary.” 


HEMIPLEGIA FOLLOWING SUBMUCOUS RESECTION 
OF THE SEPTUM.* 
Dr. Morris RosENTHAL, New York. 

Mrs. I. K., age 45 years, housewife. Came to the Clinic Feb. 9, 
1924. Complaint: Frontal headaches, duration 6 months with remis- 
sions, dryness in the nose. 

Previous history: Has two children living. Four children died 
at or within a week of birth. During the time of pregnancy of chil- 
dren living, patient was receiving anti-syphilitic treatment. Has had 
an aortic regurgitant murmur for the last ten years. For the last two 
months has had loss of feeling in right hand and at times things would 
drop out of her hands. 

Examination: Deviated septum S-shaped, hyp. middle turbinate 
left, no pus in the nose, pharynx dry, transillumination negative, 
X-ray of sinuses shows insufficient evidence of pathological change. 








*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924 
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Operation: Feb. 19, nose packed with 4 per cent cocain containing 
a few minums of adrenalin, incision made on the right side. Perpen- 
dicular plate extremely thick, removed with heavy biting forceps. 
Nose packed with sterile vaselin gauze, one strip on each side. Pati- 
ent kept in clinic three hours and sent home. No unusual bleeding 
after reaching home but patient complained of pain in left temporal 
region. Same evening husband thought he noticed a slight thicken- 
ing of speech. Next morning patient came to Clinic, packing re- 
moved by houseman, no unusual symptoms noted. That same eve 
ning patient unable to speak and right hand paralyzed. Patient sent 
to Israel Zion Hospital, from which she was discharged on Mar. 11, 
twenty days after date of operation with condition almost entirely 
cleared up. Patient seen three days ago, condition still further im- 
proved, hardly any difficulty of speech and almost complete restora 
tion of use of right hand. 

The findings: Neurological, blood and background on admission 
to hospital were as follows: Patient conscious, understands spoken 
language, no nystagmus, right facial present, no ptosis of lids, pupils 
dilated, tongue is not deviated, no fifth nerve or other cranial nerve 
involvements. Right upper extremity shows mild paretic condition, 
no exaggerated reflexes. Knee jerks present, but not exaggerated. 
Babinski and Oppenheim present. Motor power of right lower ex- 
tremity intact. Speech shows some involvement of center. The im 
pression at this time was that the patient had a hemiplegia of the 
right cortical area. 

Eye examination showed fundi vessels somewhat sclerotic. Blood 
chemistry : glucose 87, urea nitrogen 13.6. Blood, Wassermann neg 
ative. Spinal fluid: under pressure, giving positive reactions to 
albumin, globulin and copper with 8 cells per c.c.m. and a negative 
Wassermann. 

Since the writing of the above report, the patient has had several 
attacks of hemiplegia, some of them resembling brain abscesses, with 
marked exophthalmous, choked disc, and in the last attack, there was 
a more complete paralysis of the sphincters. She has not recovered 

324 E. 18 Street. 





HODGKIN’S DISEASE OF NOSE.* 


Dr. THos. J. Harris, New York. 

M.M., age 13 years, presented herself at the Clinic Nov. 17, 1923, 
with the following history : , 

She is a native of Russia, three years in this country. She has one 
brother and two sisters considerably older than she. All of them are 
well. Never had had any serious illness. Before coming to this 
country had some trouble with one ear but with no discharge. ‘i‘wo 
years ago her tonsils were removed. This was followed immedi- 
ately by the swelling of the glands of the neck on the right side. For 
this she came to the Pediatric Clinic of the Post-Graduate in June, 
1923. The diagnosis was made of tubercular adenitis and she was 
referred to the Radium Department for treatment. She received at 
intervals of about three weeks three applications of radium, 5-20 mg. 
to the area over the gland, with the result that the swelling disap- 
peared. At about the same time a redness and swelling of the right 
lower eyelid was noticed with discharge of pus from the lacrymal 
duct of the same side. Two months before being seen in the Throat 
Clinic, patient began to complain of difficulty in breathing through 
right side of the nose. There were frequent frontal headaches. A 
month later acute pain developed in the right ear, followed by a puru- 
lent discharge. The patient is a well nourished girl and with the 
exception of the nasal condition apparently in good heaith. Menstru- 
ation began ten months ago. She is a mouth breather, all air through 
the nose being shut off. The face shows some broadening, but there 
is no pronounced asymmetry. Examination of throat negative. Ex- 
amination of nose discloses an irregular mass obstructing the right 
nostril, bleeding easily on touch. There is a marked deflection of the 
septum to the left. Transillumination shows darkness over right 
antrum. X-ray of sinuses shows pronounced cloudiness of right an- 
trum and ethmoid. Wassermann was negative, also chest. A diag- 
nosis of sarcoma of the nose was made. Dec. 4 an exploratory open- 
ing of the right antrum through the canine fossa was made under 
local anesthesia. No pathologic condition was discovered. At the 
same time a section was removed from the nose for examination. 
The laboratory report was granuloma, probably lympho-granulsma. 
Two weeks later an attempt was made under local anesthesia to re- 
move the intranasal growth. This was not successful on account of 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924. 
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profuse bleeding and the unruliness of the patient. On Jan. 3, under 
general anesthesia the growth from the right side was removed as 
fully as possible, a free connection being established with the naso- 
pharynx. An attempt at the same time was made to correct the sep- 
tal deformity but this had to be abandoned on account of the exces- 
sive bleeding. The posterior portion of the septum was found to be 
lacking. The nasopharynx upon digital examination showed a small 
amount of new growth in the vault, which was removed. This was 
included with the rest of the tissue submitted to the laboratory for 
examination, but was not specifically designated so it is impossible 
to report definitely upon its nature. The laboratory report, which 
confirmed the previous examination in every particular is as follows: 

The surfaces of the specimen show necrotic leucocytes and fibrin 
and is infiltrated by blood. Specimen is composed in the deeper parts 
of a stroma heavily infiltrated by lymphocytes and polynuclear leuco- 
cytes, among which a few sosinophiles and basophiles can be recog- 
nized and large monoculear wandering cells. This granulation tissue 
is well defined from a piece of cartilage which is found at the base 
A few mucous glands can still be recognized. Only here and there 
an arrangement of the lymphocytes around blood vessels in large or 
small follicles can be recognized. The lining epithelium cannot be 
found. In certain areas the connective tissue stroma is dense. The 
histological picture is quite uncharacteristic. Stains for bacteria, par- 
ticularly tuberculosis, were negative. 

Diagnosis: Granuloma. 

;xamination of blood negative. 

She was seen then in consultation with a doctor of the Department 
of Internal Medicine, who made a diagnosis of Hodgkin’s disease. 
On Jan. 28, patient was referred to X-ray Department, where she 
received one external application of X-ray and another on Feb. 28. 
Provocative Wassermann was negative. In spite of this she received 
inunctions from Jan. 13 until recently. At same time she took inter- 
nally, iodid of potash in increasing doses. Dr. Cohen, from the Eye 
Clinic, also saw the case and made diagnosis of infection of the lacry- 
mal duct, advising resection as soon as the acute stage is over. At 
this time, Mar. 26, the condition in the nose remains about the same: 
Anteriorally no return of the growth. There is still, however, a 
complete obstruction which proceeds largely from the septal side. 
The ear has stopped discharging. The patient’s hearing is normal. 
She continues in good health, weight apparently normal. 

Comment: Involvement of glands of the neck is a characteristic 
symptom of lymphogranuloma. Numerous cases are on record where 
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enlargement of the tonsils have been found to be a symptom of the 
disease. A careful search however of the literature does not reveal 
any cases where the growth has been found in the nose. Clinically 
the case has many characteristics of sarcoma but in the light of the 
history of the gland swelling in the neck and of the laboratory find- 
ings together with the general physical symptoms there would appear 
to be no other conclusion that the case must be a unique nasal mani- 
festation of lymphogranuloma. The favorable response to radiation 
of growth of this nature is well known and it is hoped that as favor- 
able a result will take place in the nose as took place in the neck. 
The case will be kept under observation and presented at a later 
meeting of the Section. 


HEMORRHAGE FOLLOWING ETHMOIDECTOMY.* 
Dr. SAMUEL KULKIN, New York. 

M. T., age 40 years, born in Russia. Family history negative. 
Provisional diagnosis: Admitted to the Post-Graduate Hospital on 
service of Dr. Harris, with a diagnosis of bilateral ethmoiditis 
with polypoid degeneration of both middle turbinates. 

History: Complained of difficulty in breathing, continuous “colds 
in the head” for last two years, headaches frontal in character and a 
postnasal discharge. Coagulation time by capillary tube 5% min. 

First operation: Was performed on Nov. 1, 1923, under 10 per 
cent cocain anesthesia with adrenalin. The radical Mosher operation 
on the left ethmoid was done, agernasi cell opened with chisel, the 
ethmoid cells exenterated from before backwards with curette, and 
debris and remainder of middle turbinate removed, with punch for- 
ceps. Operating time 15 minutes. 

Second operation: On Novy. 3, 1923, a similar operation was per- 
formed on the right side. On the following day irrigation of both 
sides with normal salin solution was ordered. Patient was discharged 
on Nov. 6, 1923, apparently well. 

Noy. 7, 1923: At 11 a. m. patient returned to the hospital with a 
history of bleeding from the left nostril for the last hour. Left side 
of nose was immediately packed with vaseline gauze by the house 
surgeon. The bleeding stopped. At 12 o’clock patient again began 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924. 
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to bleed slightly through the gauze packing. The same night patient 
had a chill lasting 30 minutes. 

Nov. 8, 1923: At 10:30 a. m. the packing was removed, the bleed- 
ing area cocainized and repacked and 2 c.c. of fibrogen given sub- 
cutaneously and in about 2 hours the bleeding apparently was check- 
ed. On the following day he again began to bleed. The packing was 
changed and bleeding checked. The packing seemed to check the 
bleeding only slightly and for a compartively short time. 

Nov. 12, 1923: 30 c.c. of blood was given intermuscularly and 
4% gr. of morphin given by hypo, and towards evening of that same 
day the bleeding again seemed ‘apparently checked. Patient com 
plained of cold sweats and weakness. 

Nov. 13, 1923: Patient had a severe hemorrhage. He lost about 
6 ounces of blood. The postnasal plug was reapplied. During this 
entire period the patient was getting 20 grains of calcium lactate t.i.d. 

Nov. 15: The patient had another severe hemorrhage through 
the packing. 

Nov. 16: At 9 p. m. still another hemorrhage, the packing was 
changed and the Murphy drip instituted. The patient became weak, 
pulse was rapid, but no volume, and the temperature went up to 103 
F., and he was unable to take nourishment. 

Nov. 17: A blood transfusion of 450 c.c. was given by Dr. Unger. 
The bleeding stopped and the patient showed slight improvement in 
his general condition. But on the following day he again began to 
bleed. 

Nov. 20: He was taken to the operating room, packing removed, 
area cocainized on left side and nose firmly packed, and the bleeding 
stopped. Patient did not bleed for 2 days. The packing was then 


~ 


removed and patient discharged on Dec. 1, 1923, in good physical 
condition, but weak and anemic. He was sent to a farm for four 
weeks and when he reported to me (one month later) he was entirely 
well. Nasal condition was normal. His only complaint was dizziness 
at times; from which condition he suffered even before the operation. 

Pathological and laboratory examination: Urine exam., Nov. 10, 
neg. Blood exam., Nov. 10, R.B.C. 4,200,000. Hemoglobin 71 per 
cent. Nov. 13, R.B.C. 3,056,000. Hemoglobin 56 per cent. Blood 
platelets 210,000 per cubic mm. Nov. 14, the blood grouping test 
showed group (4). The blood of the donor, who was a nurse of 
our staff, was compatible, shown by test on Noy. 16, 1925. 

Blood examination, Nov. 23, Hemoglobin 44 per cent. 








ARGYROSIS: TWO CASES ACCOMPANYING CHRONIC 
SINUSITIS. 


Dr. Marvin Jones, New York City. 


Case 1: Mr. M., age 42 years, jeweler. Family history negative. 
Past history: Scarlet fever when young, has been married about 
twelve years. He had lues about eighteen years ago, after receiving 
treatment he has had five negative Wassermanns. History of pres- 
ent disease: About thirteen or fourteen years ago his associates 
noticed a disagreeable odor to his breath. He consulted a physician 
in regard to his condition and was told to use salt water as a nasal 
irrigation. The returns from these irrigations were filled with puru- 
lent discharge and large dried collections of material. 

About one year later he was operated upon, the doctor telling him 
there was no drainage in his nose. This was the beginning of a 
series of operations for the relief of his difficulty. 

The patient went to the Massachusetts General Hospital for an 
opinion as to his condition. This report was returned as having no 
sinus involvement. 

He consulted another physician and was again operated upon. He 
next went to Fall River and this doctor removed something from his 
nose. 

His next visit was to a doctor in Newark, who operated upon him 
and, as he describes it, partially cut and partially pulled something 
from his nose. 

About eight or nine years ago he started using three drops of 5 per 
cent argyrol in his nose. This was gradually increased until he was 
using 20 per cent argyrol daily. He has used this daily with a three 
months intermission up to the time he came to me, Sept. 19, 1921. 

The only evidence of general discoloration was that his friends 
told him he looked peculiar. This has not been in evidence during 
the past three years. 

His complaint when he first consulted me was postnasal discharge, 
collection of scabs in nose and foul odor to his breath. This was 
diagnosed as ozena and treated as such. 

He had an acute exacerbation of his chronic condition with an in- 
creased postnasal discharge and a bilateral supraorbital headache. 
There was no pain over the region of his maxillary bones and no 
tenderness. During this attack he was occasionally dizzy. The pains 
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that he complained of radiated over the vertex and sometimes over 
the mastoid. 

3oth antra were irrigated and purulent matter returned. Double 
antromy was done at the New York Post-Graduate Hospital and 
treated by daily irrigations. 

The discharge at this time reduced considerably and the patient 
felt relieved. Local applications of ichthyol and glycerin have been 
applied until Feb. 9, 1924, when he was sent to Central Park West 
Hospital for operation. 

At this time the Canfield operation was done on his right antrum 
and considerable granulation tissue removed. 

The condition at present shows discoloration of membranes of 
nose, having a distinct bluish gray tinge. This also extends into 
the pharynx and along the side walls of the throat by the posterior 
pillars. 

An interesting feature of the case is that by transillumination 
there is almost complete opacity of all the sinuses although all the 
infection has been removed, at least from the antra. The return 
from irrigation being clear two weeks ago. 

The X-ray plates of this case have unfortunately been lost or 
stroyed, but there was little or no obstruction to the rays. 

HISTORY (AS WRITTEN BY THE PATIENT). 

Case 2: M. C., female, age 27 years. No diseases in childhood 
except mumps and measles. Operation for appendicitis at age of 14 
and had influenza during epidemic of 1918. 

History of no importance until March, 1921, when an ulcer ap 
peared on upper right jaw. Went to a dentist about four weeks to 
have tooth treated when he said it should be extracted. Had tooth 
extracted and the dentist found an abscess at end of the root. Two 
or three days after extraction inflammation began to spread with 
swelling and severe pain. The dentist then opened the right antrum 
through the cavity of the tooth, but said he could find nothing there. 
From that time on until August he continued applications locally, 
mainly silver nitrate. His diagnosis was a bad infection from the 
abscess on the tooth. 

In August it began to get so bad he said he could do nothing more 
for me and he sent me to a dermatologist. He immediately diag- 
nosed the trouble as Vincent’s angina and began treatment for that, 
which consisted of the use of arsephenamine intravenously about 
every ten days and locally every day and numerous other applications. 
When it did not improve after about three months he started using 
silver nitrate and had me use it as a mouth wash. Not certain as to 
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length of time this was kept up, but in January, 1922, I began to fail 
very rapidly and went down to 80 pounds. He then gave me injec- 
tions. What it was I did not know but was confined to bed after 
each injection. ‘This all given without making a test of any kind, 
except a piece taken from my gums for pathological examination and 
the result of that was Vincent’s angina. 

In all that time my mouth was getting worse and it was allowed 
to fill up and then would have to be lanced to let the pus out. At 
that time was using Dakin’s solution as a mouth wash. In May of 
that year while confined to bed following an injection my mouth was 
so bad that when the dermatologist.said he did not make visits to 
patients’ homes I asked the dentist to come to the house, which he 
did. He then started treating my mouth again and in the meantime 
I went to a medical man in an effort to get back my strength. About 
December, 1922, the dentist again started using silver nitrate and 
had me use it as a mouth wash, too. Kept that up about four weeks 
when he changed to menthylene blue with 50 per cent alcohol. Was 
using this when I came to New York in March, 1923. 

On my first visit to an oral surgeon here he could not tell what it 
was until after the stain from the methylene blue passed away. 
He then said it was a very bad infection but had been over-treated 
and my mouth badly burned. He used very mild treatment until it 
began to improve a little so he could extract my teeth. After about 
six weeks he extracted three teeth and in about a month four more. 
He then found the gums to be in such a condition they would not 
heal and he operated and removed all the necrotic tissue and bone 
from the upper jaw. Inside of six weeks was able to have impres- 
sion made for teeth. 

In the meantime was also under the care of a medical man in an 
effort to get rid of the toxemia in my system. At that time my skin 
had a very decided bluish color and I only weighed 85 pounds. After 
several months under his care the color began to improve and I 
began to gain in weight, but the doctor could not understand the 
condition of the heart and said there was infection somewhere. ‘The 
heart action was very irregular with many extra systoles. At times 
the irregularity caused great discomfort and uneasiness. 


During all this time I had a very severe pain in my head and could 


get no relief whatever. The oral surgeon could not find the cause 
and he had me see a nose and throat man. He said I had impacted 
turbinates and an infected left tonsil. For about three weeks I could 
hardly stand the pain when the oral surgeon had me see another nose 
and throat man and insisted that he puncture the right antrum, which 
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he did, and with the first irrigation got a large return of pus and 
blood clots. Kept up the treatment for about three months when | 
could not stand the use of the trocar any longer and the doctor then 
told me he could find nothing, even after puncturing both antra. | 
felt almost certain the instrument never went in the left antrum fot 
{ could never feel it and had no sensation of water going in. He said 
it did go in but I could not feel it on account of the cocain and that 
the return of clear water proved nothing was there 


Case 2: Nov. 15, 1923, patient consulted me and her finding were 
as follows: Severe headache, especially marked over left side, pro- 
fuse discharge from both nares, inability to sleep, extremely nervous 
and hyper-sensitive. 

Nasal examination revealed hypertrophied and congested right and 
left middle turbinates. The left being impacted and the septum devi- 
ated high up to the left. This was so marked as to render any oper- 
ative procedure on the left side difficult. There was a ridge running 
the floor, which made an irrigation of the antrum extremely difficult 

Transillumination of sinuses showed almost complete opacity over 
all the sinuses. 

[ advised her to have a sub-mucous resection with a left middle 
turbinectomy and bilateral anthrotomy. This she consented to have 
done and was operated upon at the Post-Graduate Hospital, Nov. 1% 
19235. 

Her convalescence was rather stormy. She had persistent severe 
and continuous headache over her left frontal region. The tempera- 
ture never went over 102° but continued from 101°-101.5° rectal 
temperature, up to the time of her discharge from the hospital about 
two weeks later. 

Her pain gradually diminished and she proceeded to gain in weight 
About three weeks to one month later she had a recurrence of the 
pain over forehead with an increase of discharge in the posterior 
part of the middle meatus. 

Her ethmoids and sphenoid on that side were then opened with 
relief of the pain. 

The antrum irrigations continued profuse, the character alternat- 
ing between floculent masses and cloudiness, from time to time. 

She was advised at time of first operation, that a radical operation 
on both antra would probably be necessary at a later date, her gen- 
eral condition being such as to render this operation rather hazard- 
ous at that time. 

The return in the last three weeks has markedly diminished and 
at present time, she is being irrigated twice a week. 
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I have advised a double radical antrum operation, which she will 
probably have at a later date. 

Her general coloring is gradually improving and was most notice- 
able about two or three weeks after the operation. 

I have no explanation for this improvement except that possibly 
as in Case 1 a discontinuance of the silver salt has caused it. 

Again in this case the X-rays will show that the silver caused little 
shadow under the X-ray, but transillumination showed opacity. 

It would therefore be very easy to be mistaken in diagnosis if 
transillumination were not supplemented by radiograph. 


FOREIGN BODY IN THE NECK.* 
Dr. J. E. SHEEHAN, New York. 

This patient was struck by a motor-car during the summer of 1923 
and received a severe wound under the right lower jaw, with a 
fracture of the lower mandible. The neck became markedly swollen 
and the wound severely infected. Three weeks after the injury she 
was removed to the Middletown Hospital and remained there three 
weeks, 

When she left the hospital the wound had almost healed and her 
temperature was normal, but the neck still remained swollen. Be- 
tween this period and the time she entered the Post-Graduate Hos- 
pital, Dec. 27, 1923, there was a persistent neck swelling, which, act- 
ing on advice, she had endeavored to reduce by massage and head 
movements. ‘The results being negative, she was referred to me 
Dec. 27, 1923, for a dislocation of the trachea and for the repair of 
an ugly scar which had resulted from the injury. 

Examination showed that there did not exist a dislocation of the 
trachea, but the Roentgen examination disclosed the presence of a 
foreign body, and the swelling was thus accounted for. 

On Jan. 4, 1924, Dr. John F. Erdman observing, the foreign body, 
which had been thoroughly imbedded in the carotid sheath, was 
removed. ‘There existed a collapse of the jugular vein and a very 
marked erosion of the carotid artery, undoubtedly due to the mas- 
saging and head movements by which the foreign body was continu- 
ously forced inwards against the great vessels of the neck. On exam- 
ination, it proved to be a part of the door handle of the motor. It 
weighed about 3 ounces, was 134 inches long and %4 inch wide. The 


patient left the hospital five days after the operation. 
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LIGATION OF THE SPHENO-PALATINE ARTERY FOR 
SEVERE HEMORRHAGE FOLLOWING THE 
ETHMO-SPHENOID OPERATION.* 

Dr. Simon L. Ruskin, New York. 

I must beg the indulgence of the members of the Section in pre- 
senting these anatomical specimens. The work that I am presenting 
is part of the anatomical research program carried on by Dr. Impera- 
tori’s staff at the New York Post-Graduate Hospital. We were 
confronted by the problem of.stopping severe, almost fatal hemor- 
rhage following ethmoidectomy. 

Severe bleeding can come from injury to the anterior and posterior 
ethmoidal arteries, both branches of the ophthalmic artery, or from 
branches of the sphenopalatine artery. It is with the latter vessel 
that we are concerned tonight. Almost at the end of the ethmoid- 
sphenoid operation one occasionally meets with sudden and severe 
bleeding that in a moment fills the nose and makes further work im- 
possible. One realizes at once that a good sized vessel has been 
injured and packing may or may not control it. This severe bleed- 
ing may come from two sources, the nasopalatine artery or the pos- 
terior lateral nasal artery, both branches of the sphenopalatine ar- 
tery. The nasopalatine leaves the sphenopalatine artery through the 
sphenopalatine foramen to run along the lower portion of the an- 
terior wall uf the sphenoid to the septum, where it takes about the 
same course as the nasopalatine nerve. It is in the removal of the 
anterior wall of the sphenoid that this vessel is injured. The other 
vessel that gives severe bleeding is the posterior lateral nasal artery 
that also leaves the sphenopalatine foramen to break up into branches 
supplying the turbinates and posterior ethmoidal cells. This vessel 
is injured when working near the posterior tip of the middle turbi- 
nate. It is also a frequent source of bleeding following the removal 
of the posterior tip of the middle turbinate. 

The sections shown tonight were made with the intention of de- 
termining a feasible method of approach for tying off the spheno- 
palatine artery for bleeding from its inaccessible branches. 

The sphenopalatine artery lies immediately behind the posterior 
wall of the maxillary sinus and can readily be reached by the removal 
of the upper medial quarter of the posterior sinus wall. The bone 
here is quite thin and easily broken through. The sphenopalatine 
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ganglion and its branches lie behind it separated by a pad of fat and 
connective tissue. A smali amount of dissection reveals the artery 
which can then be clamped and ligated. One must of course be 
thoroughly familiar with the regional anatomy before attempting the 
ligation. ‘There are of course many methods of stopping nasal 
bleeding and ligation of the sphenopalatine artery can only be con- 
sidered as a desperate measure for severe cases. 
351 West 86th St., New York City. 


REPORT OF CASE OF SECONDARY HEMORRHAGE IN 
INTRANASAL SURGERY.* 
Dr. SAut J. SELKIN, New York. 

\. $., male, age 26 years. Dec. 4, 1923, case to the Post-Graduate 
Clinic. Complaint: Inability to breathe through the nose, especially 
at night, also frequent sore throat. 

Examination: Male of normal build, well nourished. Rhinoscopic 
examination, hypertrophic inferior turbinals, the septum was devi- 
ated to the right, spurs at the region of the Vomer. The mucous 
membranes appeared red and injected. The middle turbinal on the 
right side, normal, the left slightly polypoid ; likewise the tip of the 
inferior turbinal on the left side. 

The throat examination: Hypertrophic cryptiform tonsils en- 
larged and infected. ‘The anterior and posterior pillars greatly in 
jected and red. The hypo- oro- and nasopharynx negative. ‘Ton- 
sillectomy and submucous resection advised. 

Dec. 6: A local tonsillectomy was done by Dr. Selkin with practi- 
cally no loss of blood, the recovery was uneventful. 

Jan. % 1924: The tip ( posterior ) of the inferior turbinate on the 
left side was removed, also without any bleeding. Patient reporting 
on the next clinic day for observation. No bleeding. 

Jan. 31: Submucous resection was done wtihout any bleeding 
during the operation nor on removing the packing. 

Feb. 20: The polypoid middle turbinate was removed with little 
curettement at the ethmoidal region. Patient in sitting posture, local 
cocain anesthesia, no packing. In this operation as in the above, 
hardly any bleeding was experienced during or after operation; it 
was never deemed expedient to keep him at the hospital over night. 

Feb. 24: A topical application was instituted in the clinic, the oper- 
ative field was dry and clean. 
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Feb. 26: Five days after the operation on the middle turbinal with 
slight curettement at the ethmoidal area a few drops of blood ap- 
peared, but on Feb. 27, p. m., while riding on a truck, profuse bleed- 
ing occurred. The nose was then packed by the family physician, 
controlling the hemorrhage temporarily; during the night he was 
packed and repacked while the bleeding continued. He was brought 
to my office Friday Feb. 28,9 a.m. I then removed the packing, and 
the bleeding during the manipulation was very profuse. I repacked 
him tightly with vaselin gauze, packing both nares but no posterior 
plug. An injection of fibrinogen (Mulford’s) was given. At 4 p 
m. some bleeding returned, and fearing a hemorrhage he came into 
the hospital. He was then admitted to ward of the Post-Graduate 
Hospital, his pulse on admission was 120, he was weak and pale. 
With the packing in situ he bled intermittently during the night and 
the next day. 

Feb. 29: 20 c.c. of horse-serum was given and fibrinogen 2 c.c 
every four hours. 

The packing was changed at intervals for tighter packing with no 
avail, while the bleeding point could at no time be found, due to pro 
fuse bleeding. 

Mar. 1: Coagulation time, 3% min. Erytrocytes 4,914,000 per 
c.c. Hemoglobin 71 per cent, 11.5 gr. per c.c. Bleeding continued as 
above with progressive exsanguination, so that on Mar. 3, Dr. Selkin 
repacked the nares with 5 per cent iodform packing and inserted 
double posterior nasal plug ; this was followed by a blood transfusion 
by Dr. Unger of 500 c.c. After this no bleeding from the nares or 
the pharynx occurred. The posterior packing was removed in 48 
hours, but the nasal packing was not disturbed for another 24 hours 
and then only gently loosened up and a small portion cut off as ooz- 
ing would start. This procedure was followed daily until the entire 
packing was removed. The packing that rested on the nasal floor 
and against the inferior turbinated coming away last. It was dis- 
tinctly noticed that the packing from the middle meatus and above 
at the area of the operation was practically dry, and at all times the 
bleeding appeared to be coming from the region of the inferior tur- 
binal or the middle meatus. During the hemorrhage period the exact 
location of the bleeding point could not be ascertained. 

Mar. 7, hemoglobin 45 per cent, 7.3 c.c.; Mar. 12, hemoglobin 45 
per cent; 7.3 c.c.; Mar. 13, hemoglobin 46.6 per cent, 7.7 per c.c. ; 
Mar. 14, hemoglobin 54.1 per cent, 8.9 c.c.; Mar. 15, hemoglobin 
56 per cent, 9.5 c.c. 


114 East 61st St. 








CASE OF CERVICAL GLANDS SECONDARY TO 
CARCINOMA OF ESOPHAGUS.* 


Dr. JuLIus KLEPPER, New York City. 


This case is presented to show the early involvement of the cervi- 
cal glands in carcinoma of the esophagus. The photograph shows 
the extent before the esophageal symptoms were developed suffi- 
ciently to make the patient really alarmed by his condition. 

E. J. I., a laborer, age 55 years, was actually forced by his sister 
to come to my office on Dec. 27, 1923, with the following history: 

In March, 1923, he slipped on the ice, at Pompton Lakes, N. J., 
and came to a hospital in New York (the name of which I withhold) 
While there he complained of a choking sensation in the throat, 
which he attributed to a bone. He also felt what he called “a little 
pimple” on the side of his neck. He was examined and was told that 
nothing of importance could be found. Some teeth were extracted ; 
and he was told that it would be to his advantage to have a large 
cyst on his forehead removed. This cyst really worried the hospital 
more than the pain in his neck. 

The patient is of a diffident type, and would rather not be both- 
ered with himself. He would not be alarmed by anything concerning 
his body. 

On leaving the hospital he forgot about the bone in his throat, and 
the pimple on his neck; and, as I said, was actually forced to seek 
medical attention, eight months subsequently. While in my office, 
he said he felt quite well, except that he could not swallow very 
solid food with the same ease as previously; and felt a slight pres- 
sure on the neck. He attributed all the trouble to his fall, when he 
struck his shoulder. He lost 30 pounds of weight in the last four 
months. 

He gave no history of hoarseness, nor bleeding, and no pain in 
protruding the tongue. He had spells of coughing, slight discom- 
fort in the stomach and regurgitation at times only. He had some 
pain in the right shoulder. 

On examination he showed the following symptoms: slight ptosis 
of upper lid; some emaciation; a large hard mass the size of a fist 
protruding on the side of his neck, attached more toward the verte- 
bral column, partly under the clavicle, and slightly softer than you 
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would expect. Heart negative ; lungs negative ; vocal cords perfectly 
normal. He swallowed water (as a test) with perfect ease. 

The case was admitted to the hospital the following day, in the 
service of Dr. Forbes. 

Examination of the blood showed a negative Wassermann. X-ray 
report reads as follows: 

On examination by bismuth the esophagus shows a moderate dila- 
tation down to about the level of the third dorsal vertebra. Below 
this for a distance of about 2 inches the esophagus shows irregular 
canalization with an increased density here suggesting mass forma- 
tion—the probable infiltration of malignancy. 











Mr. E. J. 1., Jan. 9, 1924. 


A further examination shows a mass density especially noticeable 
in the right cervical region—this extending downward and apparent- 
ly involving the superior mediastinum. 

On Jan. 9, 1924, he was esophagoscoped. The lumen showed up 
perfectly well for about 22 c.m. from the teeth, when it suddenly 
narrowed and showed a thickening and bulging in the right wall 
where we decided to take a specimen. The mucous membrane down 
to this region showed no discoloration or change from normal, no 
fungoid growth, and no bleeding. We were able to esophagoscope 
part of the infiltrated area. 

The report of the laboratory was as follows: The specimen shows 
on one side a lining of squamous epithelium. The stroma is heavily 
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infiltrated by leucocytes and lymphocytes and contains large islands 
of squamous cells which show irregularites in size and shape and 
occasional mitotic figures, 

Diagnosis: Squamous cell carcinoma. 

The patient was advised a gastrostomy because we thought it bet- 
ter to have this done before commencing the radium treatment. He 
refused the operation ; and declined the radium treatment on account 
of the expense attached. 

He left the hospital and has not since returned. Two weeks after 
the esophagoscopy his sister telphoned and told me of a marked 
improvement. The patient could eat eggs, bread, chopped meat, pota- 





Carcinoma—Squamous, E. J. I., Specimen from esophagus. 


toes, and could also take a glass of good whiskey. This improve- 
ment was probably due to the esophagoscopy. 

Since then, I have only heard from this patient once. He had not 
yet undergone the gastrostomy and still did not have the radium 
treatment. He is at present, after several changes, at the Welfare 
Hospital, but the glandular condition is progressing according to his 
sister’s report. 

SUMMARY. 

1. The glands involved were: the supraclavicular and the superior 
posterior mediastinal glands. The glands of the neck were unduly 
large for the esophageal symptoms. 
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2. The involvement of the esophagus was nearly three inches be- 
low the cricoid at the aortic constriction of the esophagus and above 
the bifurcation of the trachea. At the time of the esophagoscopy 
there was no dissolution of the tissue in the lumen of the esophagus. 

3. This case adds one more item to the long disputed series of 
statistics as to the frequency of malignancy in favor of the upper 
third of the esophagus near the bifurcation of the trachea and not 
at the cricoid. 

4. Early application of radium might have acted favorably. 

5. This case also shows that there will nor necessarily be an early 
breaking down or dissolution of the lumen, or necessarily severe 
pain, cough, or hemorrhages or rapid diminution of ease in swallow- 
ing before the glands become involved to the extent we see in this 
patient. 

6. Lastly it proves that esophageal symptoms, especially in a man 
past 50, should always be carefully investigated. 

338 W. 29th St. 


CYST OF THE INFERIOR TURBINATE.* 
Dr. Morris ROSENTHAL, New York. 

S. E., age 32 years, housewife, no children. Came to the Post- 
Graduate Clinic on Dec. 1, 1923. Complaint: Small swelling at 
juncture of nose and cheek on the right side for the last six months. 
No pain, no tenderness, no nasal obstruction. 

Examination: Pink mass about the size of half an almond, extend- 
ing from the external nares on the right side along the inner lateral 
wall of the nose to and including the anterior end of the inferior 
turbinated. Mass does not shrink on application of cocain. There is 
no pain on pressure. The mass apparently contains fluid. 

Treatment: Cyst aspirated; cloudy liquid withdrawn. 

Bacteriological report: Agar culture: no pus, no organisms. Few 
staphylococci, probably due to contamination. Smear: no pus, no 
organisms. 

Subsequent history: Feb. 18, 1924, patient seen again. No recur- 
rence of fluid. The mucous membrane is contracted and smooth. 

324 E. 18 Street. 
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BONE AND CARTILAGE OF THE TONSIL: 
PERSISTENT BLEEDING FOLLOWING 
REMOVAL OF ONE TONSIL.* 


Dr. Mitton Reper, New York City. 


Patient, M. K., male, tailor, age 24 years; nationality, Poland (one 
year in United States). 

Chief Complaints: 1, cough; 2, dry sensation in throat; 3, sore 
throat. 

Previous history: Medical: Typhus four years ago. 


Surgical : 
Submucous resection three years ago. 


Previous to which patient 
has been a persistent mouth breather. 

Family history: Irrelevant. 

Present illness: Cough for past eight months, dry, hacking and 
non-productive. Dry sensation in throat since submucous resection 
three years ago. Sore throat, three to five attacks a year. 

Physical examination: Heart and lungs, negative. 

Laryngological examination: Examination showed both tonsils to 
be small, ragged, crypts filled with purulent detritus, which could be 
expressed by slight pressure. Palpation suggests a gritty sensation 
to the examining finger. Bleeding time, 6 minutes. Coagulation 
time, 4 minutes. Platlet count, 136,260 per c.m. 

X-ray examination: Shows a slight increase in density of the soft 
structures under the angle of the jaw, may suggest fibrosis. X-ray 
of thorax: Slight hilus and root thickening. 

Feb. 24, 1924: Patient prepared for a local tonsillectomy. Right 
tonsil removed, followed by profuse hemorrhage. It was impossible 
to clamp and tie every bleeding point; as a matter of fact, the more 
we clamped the greater was the hemorrhage. Adrenalin, fibrinogen, 
tannic and gallic were of no avail. Finally pressure with a probang 
saturated with adrenalin, tannic and gallic, held in the tonsil fossa 
for two hours checked most of the hemorrhage, although slight ooz- 
ing existed for twenty-four hours. 


Pathological examination: Gross: ‘Tonsil measures 20x17x14 
m.m., mucous surface is prominent, the crypts are deep and the cap- 
sule is very hard. Spicules of bone can be felt. 

Microscopic: Sections from the tonsil show the lining epithelium 
sharply defined. The crypts are rather deep and filled with necrotic 


*Read before the Section on Laryngology and Rhinology, New York 
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REDER: BONE & CARTILAGE IN TONSIL. 51 
material. The germinal centres of the lymphatic tissues are larger. 
The septa extending between the lymphatic tissue are markedly thick- 
ened and composed of homogeneous connective tissue. The con- 
nective tissue near the base is markedly thickened and shows diffuse 
infiltration with lymphocytes. The capsule contains numerous foci 
of cartilage which shows calcification and trabeculae of bone, true 
bone and bone marrow spaces filled with fatty marrow. The blood 
vessels in the capsule show a marked thickening of the wall 

Diagnosis: Chronic tonsillitis with calcification and ossification of 
cartilage in the capsule. 

Discussion: Of 2000 pathological examinations done at the Post- 
Graduate Hospital, only one other showed the presence of bone and 
cartilage in the tonsil, whereas from 15 to 20 per cent showed the 





Fig. 1 Formation of bone with bone marrow. 
Fig. 2. Shows metaplasia of bone and eartilage 


presence of cartilage with or without the presence of chronic inflam- 
mation, which indicates that cartilage formation in tonsillar tissue is 
common and not dependent on chronic inflammation for its etiology. 

The pathological picture in this case seems to support the theory 
that bone in tonsillar tissue is a result of a metaplastic metamorpho- 
sis, as is shown in Fig. 2. It is not the result of an abnormally long 
styloid process as the islands of bone are studded throughout the 
tonsil. However, bone may be the result of a vestigal remnant of 
the second branchial arch or the development of misplaced embryonic 
rests. 





DOUBLE ETHMOIDITIS IN AN INFANT. 
Dr. J. J. SALERNO, New York. 
An infant 3 months old was referred to me on Dec. 2, 1923, by 
Dr. Morris, for a swelling of the left eye. 


History: Family history’ negative. Past, child eight months at 
birth, being premature, weight 51% pounds; no disease. Present, cold 
in head for about six days, irritable and somewhat feverish. For 
past three days left eye swollen and red. 

Examination: Lungs congested, heart O. K. Left eye swollen, 
red and tender. Nose, increasing discharge. Temperature 100.5°, 
pulse 110. 

Treatment, aspirated swelling and found pus. Then made incision 
and evacuated considerable amount of pus. Advised hot boric acid 
compresses, 10 per cent argyrol, to nose and eyes. 

Next day, swelling over left eye somewhat lessened but still dis- 
charging pus from incision. Noticed beginning swelling over other 
eye, for which I ordered boric acid compresses. Following day, 
condition worse and case admitted to the Post-Graduate Hospital, 
service of Dr. T. J. Harris, on whose staff Iam. On admission, both 
eyes edematous, with discharge of pus from incision before made. 
Temperature 102°, pulse 120. 

Diagnosis: Acute purulent sinuses and beginning broncho-pneu- 
monia. 

Eyes examined by Dr. Cohen and found normal. 

Laboratory findings: Wassermann negative. Eye smear, moder- 
ate pus cells. No grams. Negative cocci. Blood: Leucocytes, 22,- 
000 ;poly., 74 per cent; lympho., (small) 19 per cent, (large) 7 per 
cent. Urine: Occasional white blood cells. Epithelial cells. Oth- 
erwise normal. 

Dec. 5: Big toe of right foot swollen, red and tender. Incised 
toe and also swelling of right eye, yellowish pus. Blood Agar: Staph- 
lylococcus aures. 

Dec. 9: Swelling both wrists, incised. Yellowish pus. Blood 
agar: Staphlylococcus, hemolypticus. Made vaccine 1 c.c.-1000 mil- 
lions and injected. Conditions became worse and child died Dec. 14. 

Treatment: Incisions. Hot boric acid compresses to eyes. Solu- 
tion argyrol 10 per cent to eyes and nose. Mg. S04 wet dressings to 
big toe and wrists. Vaccines. 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, siete 


























CARCINOMA OF THE TRACHEA.* 
Dr. THoMAs J. Harris and Dr. H. H. Forses, New York 


The patient was a man, age 40 years, who presented himself at the 
Clinic Nov. 1, complaining of hoarseness, which had existed for a 
very short period of time. Examination of the larynx showed com- 
plete paralysis of the right cord; X-ray examination showed the 
chest was negative; examination of the blood for syphilis was also 
negative. Eight days later the patient presented himself again, com- 
plaining of dyspnea, and was admitted to the hospital with the idea 
of doing a tracheotomy, but under local treatment the dyspnea sub- 
sided and the tracheotomy was not necessary. An interesting point 
was that a diagnosis of asthma was made and it was expected that it 
would disappear, as it usually does, but it was not relieved at all and 
the man had great difficulty in breathing and swallowing, though he 
made no complaint of difficulty in swallowing when first seen on 
Nov. 1. He was finally transferred to the Medical Department, and 
Dr. Harris was advised that the man should be immediately trache- 
otomized. He did not, however, think this was called for. When 
seen that afternoon examination showed no change in his laryngeal 
condition, and after talking with Dr. MacPherson and Dr. Forbes it 
was decide to have a complete endoscopic examination, which Dr. 
Forbes immediately carried out. At about the third ring of the 
tracheal cartilage there was a pedunculated mass which rose and fell 
with respiration, and which seemed more like a papilloma than any- 
thing else. This was completely removed and the specimen was sent 
to the laboratory. Later, an esophageal examination was made, and 
involvement of the esophagus was found, probably a metastasis (with 
pressure on the esophagus). 

The relief was immediate, and the patient rapidly convalesced 
The later history of the case was 1, the pathologist reported the speci- 
men to be carcinomatous material; 2, the patient developed other 
metastases throughout the body, and finally died. 

(Case reported in full at the meeting of the American Larvngo- 
logical Association, June 2-4, 1924.) 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924. 
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HEMIANGIOMA OF THE NOSE.* 
Dr. Morris RosSENTHAL, New York. 


I. M., housewife, age 44 years, no children. Came to the Post- 
Graduate Clinic Oct. 18, 1923. Complaint: Nose bleeds for the last 
two months. Examination: Mass on the right side of the septum, 
anterior inferior corner. Quadrangular shape about three-quarters 
of an inch each way. Whitish, thick, soft, bleeds easily to the touch. 
No pain on pressure. 

Operation Oct. 16, 1923; mass resected with a snare, under 10 per 
cent cocain applied locally on swab. No unusual bleeding following 
operation. The surface under-growth shows smooth cartilage. 

Subsequent history: Oct. 18, 1923, site of operation shows small 
exudative membrane. Since time of operation there has been no pain 
or bleeding. Surface of septum is smooth and there is no evidence of 
recurrence. 

Laboratory report of specimen: “Specimen is partly lined by 
stratified squamous epithelial cells which ceases abruptly and the sur- 
face is covered with an exudate composed of leucocytes and fribin 
fibres. In the deeper areas the stroma is composed of very numerous 
blood vessels which have the appearance of newly-formed blood ves- 
sels. The stroma between the blood vessels is edematous and heavily 
infiltrated with leucocytes. In the deeper parts there is one area 
which is also very rich in blood vessels but presents a somewhat dif- 
ferent picture as the arrangement of blood vessels is denser and no 
infiltration with leucocytes can be found. In this area one endothelial 
cell with a mitotic figure could be found. This picture could suggest 
a hemangioma which became ulcerated and due to this destruction the 
picture is obscured. Infiltration of the stroma by tumor cells is not 
present. 

Diagnosis: Subacute purulent inflammation with ulceration on 
the surface, perhaps on the base of an ulcerated hemangioma. 

Note: The definite differentiation between the hemangioma or a 
suppurated vascular granulation tissue could not be made. The diag- 
nosis of a hemangioma would explain the unusual seat of the tumor 
in the nose. Hemangiomas are benign tumors which recur only if 
not fully excised.’ 

324 E. 18 Street. 


*Read before the Section on Laryngology and Rhinology, New York 
Academy of Medicine, Mar. 26, 1924. 
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PHENOL BURNS OF THE LEFT EYELIDS, 
EYEBALL, UPPER FACE AND 
TEMPORAL AREA.* 


Dr. J. E. SHEEHAN, New York 


A.D., male, age 27 years, received a very severe carbolic acid burn, 
Oct. 2, 1922, which involved the upper and lower eyelids, eyeball, 
upper face and temporal areas. When admitted to the Post-Gradu- 
ate Hospital, the areas around both lids were totally destroyed, in- 
cluding the eyeball, and the upper face region and temporal areas 


were in a frightfully sloughing state and extremely sensitive 


Apr. 13, 1923, the first operation was performed for the repair of 
the upper eyelid by an epithelial onlay. Previous to this operation 
Dr. Martin Cohen, of New York, removed the lacrymal gland. 


May 5, 1923, the second operation was performed for the repair 
of the lower lid and upper face area, by utilizing a supraorbital 
artery flap of a forehead skin, the uppermost part of the flap carry 
ing with it a margin of hair to replace the loss of the lower lid lashes 
loss by using a scalp flap carrying non-hairy skin from the post- 
auricular region to cover the cheek defect while extending the beard 
area. 

May 29, a third operation was performed to repair the temporal 


loss by using a scalp flap carrying skin of the post-auricular region 
Oct. 18, 1923, return of the forehead flap. 


Oct. 26, 1923, enucleation of the eyeball by Dr. Martin Cohen. 
This was replaced later by an artificial eye. 

Nov. 9, 1923, the fifth and final operation was performed, which 
consisted in the return of the scalp flap. 

Since then he has returned to the occupation in which he was 
engaged before the disaster. Functioning is natural and the cosmetic 
result all that could be desired. 





*Abstract of cases presented before Throat Section, New York Academy 
of Medicine, Mar. 26, 1924. 
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REPORT OF A CASE OF CEREBELLAR ABSCESS OF 
OTITIC ORIGIN. 


Dr. C. F. Yercer, Chicago. 

According to the statistics of Cook County Hospital for the 
decade ending in 1920, brain abscess secondary to suppurative otitic 
disease occurs in the ratio of two per 1,000; 35 per cent of the 
brain abscesses due to all causes were of otitic origin, of which 
cerebellar abscess occurred in 12 per cent. Brain abscess was found 
te be third in frequency among the intracranial complications of 
otitic origin, being exceeded by meningitis and sinus thrombosis. 
Parenthetically, it is of interest to note, that suppurative middle 
ear disease was recorded in the history or physical examination in 
but 25 per cent of the autopsied cases of otitic brain abscess; also, 
that this omission occurred not infrequently in the cases of otitic 
meningitis. I, therefore, wish to urge the necessity of making a 
more thorough otological examination in all cases of threatened or 
manifest intracranial disease which may be the result of otitic 
suppuration. According to Jansen, brain abscess is about six times 
as frequent in chronic as compared with acute suppurative otitis 
inedia. 

Cerebellar abscess is not infrequently confused clinically with 
labyrinthitis, as both have many symptoms and signs in common, 
as, vertigo, falling, nystagmus and past-pointing; hence, the dif- 
ferential diagnosis may be very difficult as demonstrated in the 
following case. 

Report of case: H. A., male, age 18 years, states that his left 
ear began to ache Jan. 31, and that two days later, the ear began to 
discharge and mastoid tenderness appeared. Four days later, Feb. 4, 
he entered the Illinois Eye and Ear Infirmary when examination 
of the left ear showed a central perforation with profuse purulent 
discharge, marked mastoid tenderness, leucocytosis of 23,600 and 
fever of 99°, After five days of treatment, he felt so much better 
he asked to go home; as the examination was negative except for 
the otorrhea, his-request was granted with the understanding that 
he must come back daily for treatment. 

This he did not do. He did not return until four days later 
when a Bezold’s mastoiditis was diagnosed. He had a fever of 100° 


Editor’s Note: This mss. received in The Laryngoscope office and accepted 
for publication Aug. 8, 1924. 
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and a W. B. C. of 31,000. Under local anesthesia, a simple mas- 
toidectomy was done immediately, i. e., on Feb. 13, or thirteen 
days after the onset. The tip cells were necrotic; the superior half 
of the mastoid was sclerotic. During the operation, the dura of the 
posterior fossa was accidently exposed. 


The post-operative course was uneventful until the third day 
when the temperature arose to 103°, without chill but with head- 
ache. A. profuse purulent discharge from the mastoid wound was 
present. On the seventh post-operative day, he complained of ver- 
tigo and tinnitus. Examination showed a first degree nystagmus 
towards the left; whisper, left ear, at three feet; no spontaneous 
past-pointing present; caloric test (hot) of right ear, resulted in a 
marked horizontal nystagmus toward the right, in the supine posi- 
tion; fever absent; sensorium clear. Dr. Alfred Lewy, who saw 
the case with me, agreed that these phenomena were due to laby- 
rinthine irritation. On the tenth day, a spontaneous nystagmus, 
first degree, towards each side was noticed, but spontaneous past- 
pointing and fever were absent; a positive Kernig and rigidity of 
the neck were present. Fundus negative. The ear was dry and 
the mastoid wound had ceased to discharge. On the twelfth day, 
the spontaneous nystagmus did not change, fever absent, and he 
vomited several times. On the fourteenth day, the temperature, 
pulse and respiration continued normal, spontaneous nystagmus 
continued, spontaneous past-pointing was present on the left, ie., 
with his left arm, he usually past-pointed outward, but occasionally 
he pointed inward or touched. Adiadokinesis was present on the 
left side. Caloric test, left (hot water, temperature 112°), did not 
produce any nystagmus at the end of five minutes. The hearing 
in the left ear was absent. The Weber test was lateralized to the 
good ear. Fundus negative. Lumbar puncture showed a clear spinal 
fluid, 120 cells, and absence of bacteria on smear and culture. Diag- 
Hosis; sympathetic meningitis and cerebellar abscess. Dr. Lewy, 
who again saw the case with me, concurred in the diagnosis. As 
the report of the examination of the spinal fluid could not be ob- 
tained until the next day and as a neurological examination had not 
yet been made, the operation was delayed until the following day. 

Dr. Clarence Neymann, on neurological examination, found the 
knee jerks absent on the left side, abdominal reflex markedly ex- 
aggerated on the left side. Face and tongue and soft palate show 
slight weakness on the left side. Babinski and Gordon are sug- 
gestive on the right side. Kernig is present on both sides and 
Brudzinski leg and neck signs are present. ‘There is a definite 
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ataxia and inco-ordination of the left side as demonstrated by the 
finger to nose and heel to knee tests. Asynergy is marked as shown 
by a positive left adiadokokinesia test. The left arm points spon- 
taneously towards the left; vertigo is marked; the patient falls 
toward the left and backward. 

Dr. Neymann made the diagnosis of labyrinthitis with a dead 
labyrinth and advised surgical intervention as far as the labyrinth 
was concerned, but expressed his opinion as being unalterably op- 
posed to incising the dura to explore for a cerebellar abscess. Ac- 
cordingly, a Jansen’s labyrinth operation was performed. During 
the operation, the dura of the middle and posterior fossa was freely 
exposed and found normal. 

Post-operative course: Following the operation for two days, the 
patient seemed to be improved, but on the third day he took a 
sudden turn for the worse and died that night. 

Permission for an autopsy could not be obtained. On opening 
up the operative wound and incising through the exposed dura of 
the posterior fossa the cerebellum was normal in appearance, but 
an incision into the lateral lobe of the cerebellum evacuated about 
15 c.c. of a thick creamy yellow pus. This confirmed the previous 
diagnosis of abscess of the cerebellum. 

With a fairly complete otological and neurological examination 
before us, let us analyze the symptoms and signs, with a view to 
determine whether the lesion was one of suppurative labyrinthitis 
or cerebellar abscess, or both. 

Briefly considered, in favor of labyrinthitis are 7 tinnitus, 2 a 
spontaneous nystagmus of labyrinthine origin is composed of two 
components, slow and quick and is of short duration, usually last- 
ing but two or three days, 3 labyrinthine deafness ; the left cochlear 
nerve was dead. 4 Left labyrinthine nerve was dead, as shown by 
no response to the caloric test. 5 Vertigo and falling. The patient 
fell towards the side of the diseased ear. A change in the position 
of the head will cause a change in the direction of the falling in a 
labyrinth lesion. ‘This test was negative. 6 Vomiting is always 
preceded by nausea and is not projectile. The patient vomited 
several times; it was wunassociated with nausea and was not 
projectile. 

The symptoms and signs in favor of a cerebellar abscess were 
I those of a sympathetic meningitis, as headache, stiff neck, Kernig’ 
and Brudzinski signs; the spinal fluid was sterile and contained 120 
cells. A persistent and severe headache is frequently associated with 
meningitis and brain abscess. 2 Ataxia and inco-ordination of the 
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left extremities. 3 Asynergy as demonstrated by adiadokokinesis 
of upper left extremity. 4 Vertigo; patient falls towards side of 
lesion and the direction of the falling is not influenced by change 
in position of the head. Test positive. 5 Spontaneous outward 
past-pointing of the left upper extremity. 6 Spontaneous nystag- 
mus is ataxic and is towards the side of the lesion; it persists longer 
than two or three days. 7 Optic neuritis or choked disc is fre- 
quently associated with a cerebellar abscess. & Vomiting is pro- 
jectile and unassociated with nausea. 
COMMENT. 

Thirteen days after the onset of an acute middle ear inflamma- 
tion, a Bezold’s mastoiditis was present; fourteen days after a 
simple mastoid operation, a cerebellar abscess was diagnosed, which 
was twenty-seven days from the onset. The abscess was no doubt 
present on the twenty-third day or the tenth post-operative day as 
suggestive signs of a sympathetic meningitis were already present 
The interval between the onset of the suppurative ear disease and 
the diagnosis of the brain abscess was extremely short when com- 
pared with the one reported by Bezold, in which the interval was 
forty-six days. 

In retrospect, we can now say with certainty, that it was a mis 
take to delay the exploratory operation from the tenth to the four- 
teenth post-operative day and that it was a still greater mistake 
not to incise the dura and explore the cerebellum for evidence of 
a cerebellar abscess which was present and which was diagnosed 
by the two otologists but was not confirmed by the neurologist. 
This case also emphasizes the fact, that the exercise of surgical 
judgment and procedure should be left entirely to the discretion of 
the operating surgeon. 

4100 West Madison Street. 








SYPHILIS FROM THE RHINOLOGICAL STANDPOINT. 
Dr. JAmMEs A. Baspitt, Philadelphia. 

Specific involvement of the nasophaynx is a matter of peculiar 
concern to the otolaryngologist, and no place in his field of contact, 
from ears to larynx, requires greater caution in analysis, finer dis- 
tinction in diagnosis or keener judgment in treatment. 

In diagnosing syphilis of the nasal cavity, one misses the precision 
»f the functional ear tests, the clearness of outline in oropharynx 
and larynx, and instead, must deal with a confusion of symptoms 
and protean changes in the mucous surface. It is not appropriate 
here to discuss syphilitic stages or minute pathology, but attack 
directly the defense we wish to break—the obscurity in this area. 
We want to know how to recognize and handle nasal syphilis. 

In review of the literature one is impressed with the negative side 
of this diagnosis—the condition labelled ‘“snuffles” and “the failure 
under long continued and well advised treatment to relieve an appar- 
ent cold”, could scarcely be termed scientific basis for suspicion, yet 
the experience of all will testify how frequent an incentive for search 
this has been. ‘The writer once questioned in a former discussion, 
i noted laryngologist, as to how frequently he had encountered syph- 
ilis in his practice, and he replied with an expletive “I always believe 
they have it until they prove they haven’t. 


” 


This might be a prudent 
course, but would unnecessarily condemn the optimism of routine 
treatment in conditions, acute or sub-acute, of functional 
derangement. 

The primary lesion in the nose is not a very common affair, and is 
not usually simple to recognize when there. Phillips in reviewing 
Statistics, quotes Buckley as recording 95 primary lesions in the nose 
out of 9058 cases of syphilis, and Basserau, Clerq el Forte Toumier 
and Record, found only two primary lesions in 2244 cases. Various 
iuthors have reported cases, however, and described their findings. 

The Hunterian sore when diagnosed, may be found just within 
the alae, at the line of mucous membrane; on the line of vomer junc- 
tion with the cartilaginous septum, at the edge of the vertical plate, 
or even more obscured. Its etiology, may in a measure change its 
aspect. To a considerable degree these cases come under Buckley’s 
classification, “Syphilis of the Innocents”. Picking the nose, im- 
properly or non-sterilized treatment instruments—applicators, spec- 
ula or Eustachian catheters—and less frequently, perverted sexuality, 
are the more frequent causes, and surface erosion from mild but 
constant traumatism and the continuous irritation from nasal secre- 
tions always modify the picture. 


*Read before-the Philadelphia Laryngological Society, May 6, 1924. 
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On account of the exposed area, modification of surface scabs, 
changes in texture and color, which might readily be diagnosed 
furuncular, eczematous or simply infective it is not surprising to find 
the more prolific report and demonstrations of nasal syphilis in the 
secondary or tertiary stages. The malady does not usually appear 
definitely specific until the appropriate time to search for aid in 
more remote general manifestations. Scarlet, in his review, classified 
the changes in appearance of the nasal lesion as 7, erosive; 2, neo- 
plastic ; 3, scabbed or impetiginous. He describes the erosive form 
as so mild that the patient seldom complains, color carmine-red, flat- 
tened surface, up to a centimetre or more in diameter, rounded or 
oval, and as having some burning sensation when cleansed. Neo- 
plastic form ; general papular appearance, convex and surface eroded, 
uniformly red or dotted with gray points, center elevated 2 or 3 m.m. 
and elastic, rather firm to touch, 1 or 2 c.m. in diameter. The scabbed 
form is peculiarly difficult to diagnose. Surface is irregular and 
formed of scabby strata, never very thick, variable in color, yel- 
lowish or impetiginous tint. 

Ballinger has carefully compared the tubercular and syphilitic 
ulcer, emphasizing in the former the superficial character, moth-eaten 
edges, mild areola, grayish, ropy secretion and indistinct demarca- 
tion, as against the depth, angry areola, sharply defined margins, yel- 
lowish purulent secretion and distinct demarcation of the latter. Two 
suggestions are pertinent in the matter, one from Ramognini, that 
the intranasal course is much longer than in more frank situations, 
the other from Bilancioni, that the intranasal symptoms are increas- 
ingly obscured as immunity increases; both of these suggestions are 
clearly correlated. 

Fundamental to all of this is the general subjective symptomatol- 
ogy. The syphilitic nose is badly blocked and yet with rather a scanty 
thick secretion for so much stenosis, and sneezing is a predominant 
feature. Pain is irregular in character, more often absent in the 
nose itself, but headache is common, as referred from sinuses and 
nerve lesions involved, and particularly nocturnal pain, frequently 
with earache. Involvement of the sinuses usually occurs to greater 
or less degree, often as a pan-sinusitis, which according to Graham, 
under X-ray examination has a blotchy appearance with scattered 
light areas, these as often in lower as higher areas of sinuses exam- 
ined. Pus is not present and sinus tenderness is absent. The peri- 
osteal thickening is present and will remain. This may frequently 
account for many of the plates which later show apparent sinus in- 
volvement, but fail to demonstrate it under operative exploration. 
Graham has also emphasized the color changes in the mucous mem- 
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brane and the pain reference of nerve lesion. The luetic membrane 
has a dusky bluish red tinge as contrasted with the angry red of 
streptococcus infection or the sluggish red of the smoker’s mem- 
brane, indicating truly the encroachment to out-flow of venous blood. 
Shrinking by cocain and adrenalin applications do not cause this 
bluish tint to disappear as in other acute conditions. The referred 
pain from sphenoidal to the ear or back of the head, the frontals to 
the top of head, enlarged turbinates to heavy pain above the eyes and 
olfactory loss of sense of smell, are cited. 

It is fortunate for the rhinologist, who encounters this group of 
obstructive symptoms in minor degree and fails to give his patient 
relief, that other secondary manifestations appear and erythema, 
roseola, and papular skin eruptions or mucous patches in the oro- 
pharynx gave him aid. Tertiary lesions produce more evident 
changes. Perforations in the palate and septum, complete blocking 
in the nasopharynx and depression of nasal bridge are characteristic 
and self-evident. Multiple perforations in the soft palate in two of 
the writer’s cases, who had not the slightest personal suspicion of 
syphilis, gave positive Wassermanns. The perforative possibilities 
in former septum and tonsillar operations must not, however, be 
overlooked. 

Given this array of symptoms suggesting laboratory study, Was- 
sermann, biologic animal teat, therapeutic administration of mercury 
and iodids, and microscopic search for the organism, there still re- 
mains the border line conditions and concomitant presence of tuber- 
culosis, benign or malignat conditions grafted on a former specific 
history. The differential study of tubercular and specific ulceration 
has already been discussed. X-ray examination of sinuses will pre- 
sent reasonably characteristic evidences of changes involved. The 
widely placed teeth and sloping molars and radiating scar lines of 
congenital lues are helpful in diagnosis, and according to Kilpatrick, 
are often present when Hutchinson’s teeth are not. He also empha- 
sizes, first, the copper colored band across the fauces and soft palate, 
sometimes extending up to the hard palate and ending abruptly like 
erysipelas, as being pathognomonic of toxemia—this with other sus- 
picious evidence, points to syphilis; and, second, the red border or 
fringe on the gums. With the absence of ptyalism and insalivation 
or Riggs’ disease with its pus and bacteria, the probability is syphilis. 

Benign neoplasma, fibrous, osseous lipomatous and cartilaginous 
are slower in onset and unless discovered late with already present 
surface erosion, do not confuse the diagnosis. Another condition 
not entirely in this field, yet in border line proximity is Vincent’s 
angina and its type of ulceration. Demonstration of the spirillum and 
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fusiform bacillus are of course here of paramount importance and 
must be obtained for final diagnosis. 

In matters of diagnosis, possibly the nasal septum deserves some 
special consideration. The presence of a perforation in the bony 
portion, possibly involving both vertical plate and adjacent portion 
of vemer, at once suggests syphilis, and very properly so, and yet we 
occasionally see cases, both of perforation of the bony septum and 
of iritis which we are convinced are not specific. Old traumatic and 
previous operative injury must be carefully eliminated as well as such 
conditions as post-typhoid ulcerations and tubercular invasion. This 
is treading on the hallowed ground of historic views, as positive as 
Koch’s postulates, and is ventured here in suggestion only. 

In the analysis of submucous thickening of the septum suggesting 
possible gumma, Prenn advises an X-ray of the septum which should 
demonstrate the loss of substance due to gumma, and Salinger sug- 
gests the careful study of relative presence or absence of concavity 
opposite, to eliminate septal deflection, which may at the same time 
have considerable thickening from intra-septal effusion of traumatic 
origin. 

The surgical relations in specific rhinitis are of considerable im 
portance. Chief among the symptoms of congenital syphilis (ac- 
cording to Ginsburg) appearing 50 per cent in the first year, and 
according to McKenzie 33 per cent under six months of age) are 
nasal blocking and snuffles and difficulty in nursing. This of course 
suggests at once adenoids, and these are usually presnt. Operating 
in cases of latent syphilis has perhaps the same danger as the admin- 
istration of arsphenamine in stimulating endotoxin activity, and may 
produce reaction of serious general and neural consequence. The 
writer in his early practice has observed two cases of serious break- 
ing down of the septum after apparently perfect healing. These ap- 
peared sometime later, both of them with very evident luetic pictures, 
a condition which did not appear at the time of surgical intervention. 
It was a great surprise to find the septum completely gone in one case 
and largely so in the other. This was very depressing after hearing 
a paper on the submucous resection by one of our otolaryngologists, 
citing 1400 operation on the septum without a single resultant per- 
foration. Difficulty in submucous elevation and unusual inflammatory 
evidence should suggest a clinical examination for lues; nasal adhe- 
sions have fallen under luetic ban, but are more likely due to faulty 
intranasal operation or treatment. The treatment of syphilis, once 
definitely recognized, is not limited entirely to internal administration. 
Conservative topical measures to prevent further encroachment and 
deformity are always in order—cleansing, even mildly cauterizing 
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agents ; every effort should be made to prevent the atrophic degen- 
eration and infective reactions following necrosis. 

Jacques has discussed diffuse polypoid elevations, apparently gran- 
ulomata, in type, found all over the ethmoid area, vegetations, grayish 
yellow but in tint distinguished from ordinary polypoid degeneration 
by their diffuse location, relatively firm consistency and lesser mobil- 
ity. In addition to the usual tertiary type, this hyperplastic alteration 
of slow evolution is possible, playing the role of rather benign patho- 
genesis of mucous membrane. The velvety and elastic feel has been 
considered characteristic of nasal lesion. Lymph adenitis with Vin- 
cent’s angina and glandular involvement accompanying primary and 
secondary syphilis, both aid and confuse the diagnosis. 

Enough has been indicated in this review to convince of the diffi- 
culty in diagnosis, especially of comparatively latent syphilis. Nasal 
stenosis, character of secretion, pan-sinusitis, peculiar referred type 
of pain with loss of appetite and earache, suggest clinical, differential 
and laboratory diagnosis. 

There remains still another phase and that is the ethical handling 
of the patient. If one could easily obtain Wassermann and full 
study of all cases presenting obstinate rhino-pharyngeal trouble, the 
course would be simple. On the vague suspicion present in partial 
types, such course is often impossible and offensive to the patient. 
The writer has sometimes found it an advantage to obtain this in 
combination with simple blood culture and intravenous method of 
taking coagulation time. 

If there be evidence of focal infection in the upper respiratory tract 
a leucocyte and differential are always in order, and blood for exam- 
ination can be taken at the same time. If this be negative, no social 
damage has been done. 

A study of the rhinologic area cannot but stimulate more careful 
analysis of obscure conditions and early internal therapeusis. A full 
appreciation of the possibilities of nasopharyngeal lues will be one 
means, at least of limiting tedious and unproductive office attention. 
Every patient discharged cured is the otolaryngologist’s strongest 
defense. 
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SYPHILIS IN RELATION TO THE NERVOUS SYSTEM. 
Dr. Cuartes S. Ports, Philadelphia, Pa. 

Syphilis is a frequent cause of lesions of the nervous system, but 
probably not so frequently as many practitioners suppose. Appar- 
ently it is thought to be the only cause by some, if we judge from 
their therapeutics. Nonne’ states that from 1903-1907 he examined 
about 15,000 cases of nervous disease and the diagnosis of syphilis 
of the nervous system was made in 1.25 per cent of this number, 
tabes and paresis not being included. He also states that it occurs 
about twice as often as brain tumor and multiple sclerosis, neither of 
which are common diseases. The latter, however, is more common 
in Germany than in this country. From 1908 to 1919 Nonne, in the 
last German edition of his book, states that he examined 11,136 cases 
of disease of the nervous system. He made the diagnosis of neuro- 
syphilis 181 times or in 1.6 per cent, tabes dorsalis 321 times, and 
paresis 192 times, or a total of 6.2 per cent in which the disease was 
due to syphilis. Redlich in a large number of cases attributed the 
condition to lues in 14 per cent. It seems apparent that the various 
laboratory procedures which have been developed since 1903 have 
not increased the number of cases so diagnosed to a great extent 
By laboratory methods I mean the determination of the Wasserman 
reaction in both the blood serum and the cerebrospinal fluid, the col- 
loidal gold test and estimation of the number and character of the 
cells and amount of globulin in the latter. A normal cerebrospinal 
fluid should not contain more than ten lymphocytes, the average is 
probably from three to five. 

It may be stated here that an examination of the blood is not suf 
ficient in a doubtful case for diagnosis, while that of the fluid in addi 
tion to its aid in daignosis may be a valuable guide to the efficacy of 
our therapeutics. Drawing off of the fluid may also be an efficacious 
aid in treatment. As will be mentioned in more detail later, examina- 
tion of the C.S.F. shows involvement of the nervous system when 
clinical symptoms are absent. 

This examination, however, sometimes leads to errors on the other 
side. Because a patient either is known to have had syphilis or the 
Wasserman reaction is positive, it does not always follow that the 
symptoms from which he is suffering are due to syphilis; thus, re- 
cently I have seen a man with a tumor of the spinal cord verified 
by operation, who had been treated as a case of spinal syphilis for 


the past five years. 
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It is important to remember that the clinical symptoms are the 
main thing after all and this becomes more significant when we re- 
member that this disease may be present with a negative serology. 
Any or all of the indications of syphilis found in the blood and cere- 
brospinal fluid may be absent in some cases. On the other hand, 
positive Wasserman reactions have been obtained when there was 
no syphilis. As regards this reaction, Strickler? has formulated these 
conclusions, which seem to me to be correct: 7, A negative Wasser- 
man test in the presence of definite syphilitic lesions is a possibility 
in certain stages of the disease. This may occur at times in tertiary 
syphilis, inherited syphilis and certain types of neurosyphilis; 2, a 
positive Wasserman test in the presnce of nonsyphilitic disease 
should not always mean syphilis. It should, however, arouse cur 
suspicion to study our patient from every conceivable angle in our 
endeavor to explain this positive reaction. It should be borne in 
mind that a syphilitic patient is subject to any and all ailments that a 
nonsyphilitic is heir to. 3, While a strongly positive Wasserman 
reaction in a subject who is not suffering from any illness should 
cause us to investigate, nevertheless, too great strain is not to be put 
on it, unless this finding is confirmed by a number of reliable labor- 
atories. ° 

It seems to me also that weak positive reactions in those who are 
not known to have had the disease or who have not been undergoing 
treatment for it, should always be regarded with skepticism unless 
confirmed by other observers. 

The foregoing remarks may seem to be putting the cart before 
the horse, but have been made in an endeavor to counteract the ten- 
dency of so many, to rely on this test almost exclusively for a diag- 
nosis. I recognize its value, but regard the clinical symptoms as 
more important. 

What then are the lesions in the nervous system caused by syphilis 
and what are the symptoms which indicate its presence? ‘The for- 
mer may be classified under five heads: 17, disease of the blood ves- 
sels ; 2, chronic hyperplastic inflammation or gummatous meningitis; 
3, new growth or circumscribed gumma; 4, degeneration of nerve 
fibres and cells or primary parenchymatous degeneration ; and 5, sim- 
ple meningitis and encephalitis. 


Disease of the blood vessels may be the only lesion or it is asso- 
ciated with different forms of gummatous inflammation. ‘The com- 
mon condition is the so-called endarteritis obliterans in which the 
lumen of the vessel is either greatly narrowed or obliterated by 
thickening of the intima by cellular proliferation. This leads to 
thrombosis in the vessel and softening in the areas supplied by it. 
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The basal cerebral arteries are mostly affected. Gummatous nodes 
due to round cell infiltration of the vessel walls, the so-called arter- 
itis or periarteritis gummosa, may rarely occur. Furthermore, the 
function of the vessels may be interfered with by the pressure of 
gummatous growths which leads to softening of the nerve tissues, 
and a peri-, meso-, or pan-arteritis may occur by extension from a 
gummatous process. Rarely, aneurysm of the cerebral vessels, usu- 
ally either the basilar or middle cerebral, may result. Similar con- 
ditions in the veins occur. 

Gummatous meningitis may involve all three membranes or be 
limited to either the dura or pia-arachnoid. If the former, the in- 
volvement is often due to spreading from a leutic osteitis or peri- 
ostitis. In any event the pia-arachnoid soon becomes affected. The 
membranes are thickened and adherent to each other, the perivascu- 
lar sheaths are infiltrated with lymphocytes and plasma cells, there is 
thickening and proliferation of the connective tissue, especially of 
the dura, round cell infiltration of the pia-arachnoid, and more or 
less peri- and endarteritis. Due to the disease of the blood vessels, 
areas of softening in the brain itself are present. Conditions such 
as described affect the vertical meninges but more frequently a lepto- 
meningitis of the base occurs. This is most apt to develop in the 
interpeduncular space and region of the optic chiasm. Minute cir- 
cumscribed gummata may be seen along the course of the blood 
vessels and areas of softening due to vascular disease also occur. 
The peri- and endoneurium of the cranial nerves, especially the ocu- 
lar and auditory, are infiltrated with round cells. Such infiltration 
may involve both spinal and cranial nerves independently of menin- 
gitis causing what is essentially a syphilitic neuritis. ‘These lesions 
at one time were regarded as tertiary phenomena. We now know 
that gummatous meningitis may occur in the secondary period. 
Cranial nerves may be affected at this time also, either by involve- 
ment in the meningitis or by round cell infiltration of the nerve 
sheaths and fibres. In a case of syphilis of the eighth nerve recently 
reported by Lloyd’, in addition to round cell infiltration there was 
degeneration of the fibres, all occurring within six months after 
infection. The eighth nerve is especially liable to be affected at this 
time, in fact cases have been reported as occurring during the pri- 
mary stage. Other cranial nerves involved, in order of frequency, 
are the second, seventh, third, fourth, fifth, and sixth. 

Circumscribed gumma occurring alone is not so frequent in my 
experience as the conditions just mentioned. When present it acts 
as a tumor and causes symptoms both by pressure and irritation. 
It springs from either a blood vessel or the meninges and sometimes 
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extends outwards, involving the skull but usually extends along the 
pial sheath of the blood vessels into the brain or cord. Similar lesions 
to those just described occur also in the spinal cord and its meninges. 
The dura of the cervical region may be greatly thickened, as in the 
hypertrophic cervical pachymeningitis of Charcot and Joffroy. This 
may be due to other causes than syphilis. 

Parenchymatous degeneration causes what used to be known as 
parasyphiltic diseases, that is, those which are due often, but not 
always, in some obscure way to syphilis, and in which the lesions are 
not those characteristic of it. We now know that in these diseases 
some of the characteristic lesions are found. ‘That is, there is cellular 
infiltration and involvement of meninges, but in addition there is a 
primary death of nerve cells and fibres in either the brain, cord, peri- 
pheral nerves, or all combined. Spirochetes have been found in the 
nerve tissues in some of these conditions. Some, as tabes and paresis, 
without doubt are always due to syphilis; others, as the muscular 
atrophies, only some cases. 

Simple meningitis has not been regarded by all as a syphilitic lesion. 
Recent observations seem to show that it not infrequently is. This 
brings us to the interesting questions of the early involvement of the 
nervous system, neurosyphilis asymptomatica and neurorecidives. 
Ravaut as long ago as 1903 showed that patients with secondary 
syphilis frequently had abnormal cerebrospinal fluids as shown by 
pleocytosis and other pathological changes. A number of observa- 
tions have been made along these lines with the result that it seems 
evident that a good proportion of cases, even before secondary symp- 
toms have appeared, have either pleocytosis, increased globulin, a 
positive Wasserman, or all combined. Klauder* has demonstrated 
the spirochaeta pallida in the fluids of fourteen cases of primary and 
secondary syphilis. Fildes, Parnell and Maitland’ examined a large 
number of such cases, who showed no obvious signs, for the presence 
of clinical evidence of such involvement. In a considerable percentage 
they found such symptoms as dizziness, headache, slight weakness of 
the facial nerve, ocular palsies and abnormality of the eye grounds, 
which was termed a slight choroidal endarteritis and retinitis. One of 
these cases had 1000 cells in his fluid, but was doing active duty in the 
navy and was sent to the hospital on account of the secondary rash. 
Many had auditory nerve involvement but as all-of these patients 
were naval men during the war, the question of doubt as to how 
many might be due to gun fire arose and they were not included. 
They believe that the symptoms are due to a meningitis not gum- 
matous, as some may have an opalescent spinal fluid containing poly- 
morphonuclear cells. Many other cases with abnormal cerebrospinal 
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fluids presented no clinical signs. Klauder* terms such neurosyphilis 
asymptomatica. Lang stated in 1881 that “an organ which is the seat 
of a gummatous lesion must have been affected in the early period of 
syphilis” and McIntosh and Fildes® in 1914 stated that “a gumma 
was due to a recrudescence in a remnant of spirochaetes which had 
remained dormant in situ since the generalization during the acute 
stage”. Fortunately, in many of these cases the spirochaetes either 
remain dormant or are killed by treatment as symptoms referable to 
the nervous system are never devloped. In a number of cases in 
this period, the colloidal gold test may show the “paretic curve”. This 
was supposed to indicate that later such patients would develop pare- 
sis. This I believe has not been borne out. 

It is well known that patients apparently free from symptoms re- 
ferable to the nervous system may develop them after a dose of 
arsphenamin (provocative injections). Cranial nerve involvement, 
especially of the seventh and eighth, is especially prone to occur. 
Headache and other symptoms of meningitis may develop. This is 
known as a neurorecidive or neurorecurrence. In these cases the 
blood and spinal fluid Wasserman before the injection may be nega- 
tive, afterwards pleocytosis and a positive Wasserman develops. 
Klauder* regards these as a form of Herxheimer reaction. 

Disseminated areas of encephalitis have been found in syphilitic 
brains independent of the usual syphilitic processes. Several cases are 
quoted by Nonne.’ 

Syphilitic disease of the vertebrae and skull may also cause symp- 
toms referable to the nervous system. Meningitis may start from 
this point or nerve roots may be involved. Headache may be due to 
a periostitis. 

The lesions due to acquired syphilis may also occur in the heredi- 
tary form. 

\n interesting question in regard to neurosyphilis is why do some 
get it while the majority do not, and why do those inoculated by a 
neurosyphilitic develop it, as in the numerous examples of conjugal 
neurosyphilis reported? For instance, the writer knows a family in 
which the father was first infected, developed paresis, the wife and 
three children are tabetics. Evidence has accumulated by the work 
of Marie and Levaditi,2 Moore and Kemp,° and others tending to 
show that there is a neurotropic strain of the spirochaete, which 
causes the parenchymatous form of neurosyphilis. Among other evi- 
dence of this is the fact noticed by all that victims of this form as a 
rule have had very mild or absent secondary symptoms. It should 
be stated that this view is not yet universally accepted. 
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From the character and distribution of the lesions it is evident that 
the symptoms of neurosyphilis are many. They seem, however, as a 
rule to follow types that can be recognized clinically. It is not pos- 
sible in this paper to detail all the symptoms, but it may be well to 
detail the early and characteristic ones. A modification of Dana’s’® 
classification of the clinical manifestations is as follows: 

{ Prodromal syphilis. 

2 Meningo-vascular or exudative syphilis (hereditary and ac- 
quired. ) 

(a) of the brain 

CLINICAL SYMPTOMS ANATOMICAL CHANGES 
Severe headache, vomiting, Syphilitic meningitis, arter- 
vertigo, mental dullness, irrita- itis and phlebitis. 
bility, attacks of somnolence or 
coma, convulsions, cranial 
nerve palsies, optic neuritis, 
hemiplegia, brain stem and 
bulbar palsies. 

(b) of brain and cord. 
many of the symptoms as above Meningitis, diffuse, dissemi- 
with paraplegia. nated or localized. 


myelitis. 


Meningo 


(c) of spinal cord. 
Paraplegia, Brown - Sequard 
paralysis, 


Meningo - myelitis, gumma, 


muscular atrophy, localized softenings from oblit- 


spastic paraplegia and ataxia. erative arteritis. 
(d) of nerve roots and nerves. 
Cranial nerve palsies, cauda- Root neuritis, gummatous 
equina symptoms, local palsies neuritis. 
of peripheral nerves. Multiple 
neuritis. 
3 Parenchymatous or degenerative syphilis (hereditary and ac- 
quired. ) 
(a) of the brain. 
Paresis, optic atrophy, bul- 
bar palsy. 
(b) of the cord. 


Meningo-encephalitis, degen- 
eration of cells and fibres 














Tabes dorsalis, spastic para- 


plegia, progressive muscular 
atrophy. 

(c) of the brain and cord. 

Tabo-paresis, combination of 


(a) and (b). 


Meningitis, disseminated 
myelitis, and degeneration of 
nerve cells and fibres. 
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4 Combinations of meningo-vascular and parenchymatous, 

All of these symptoms do not occur in any one case. Pure spinal 
syphilis rarely occurs and cerebral symptoms, as fixed, unequal and 
irregular pupils are present. This fact is of great assistance in the 
recognition of doubtful cases of spinal cord disease. 

The most common prodrome is headache, which, as a rule, is worse 
at night, in fact may be absent during the day, when the patient is 
more or less somnolent. During the night, he may wander aimlessly 
about in a condition graphically characterized by H. C. Wood as “a 
restless nocturnal automatan rather than a man”. Examination may 
show cranial nerve involvement, especially of the extra-ocular, audi- 
tory and optic. Kaplan gives the average serology of such cases as 
follows: cells 80-200, extremes 0-2000, positive Wasserman in C. 
S. F., 65 per cent, globulin excess in 65 per cent, colloidal gold 2 per 
cent, positive Wasserman in serum, 80 per cent. The absence of cells 
is usually found in the pure vascular types. In these either cerebral 
apoplexy or softening in the spinal cord giving symptoms of myelitis 
are the usual occurrences. In both the vessels become blocked by 
thrombi, followed by softening. Cerebral apoplexy occurring before 
40 years if a source of embolism can be eliminated or a previous 
acute infectious fever has not been present is almost surely luetic. 
Epileptiform convulsions occurring after 35 years are apt to be, al- 
though there are many other causes for such. It may also be the fac- 
tor in those occurring in early life. They may occur before or during 
the secondary stage. In this connection it might be well to state that 
ocular symptoms resembling those of syphilis may exist permanently 
after an attack of epidemic encephalitis. The stupor of this disease 
may also be mistaken. The history is therefore very important. 

Among the parenchymatous types, progressive spinal muscular 
atrophy, lateral and amyotrophic lateral sclerosis may be sometimes 
so caused. Paresis and tabes dorsalis always are. The first symptom 
of paresis may be either an epileptiform convulsion or transient apo- 
plectic attacks. In others, neurasthenic symptoms predominate. It 
may be some time before the well known “delusions of grandeur” ap- 
pear. Frequently they never do, the mental state being often one of 
absence of worry and feelings of responsibility when such should be 
present. Examination in the earliest cases will show pupillary anom- 
alies, some tremor of face, tongue or hands, speech defcts and changes 
in the tendon reflexes. According to Kaplan, the average serology 
is: cells 18-35, extremes 0-250, Wasserman reaction present in C. §. 
F. in 85 per cent, excess of globulin in 75 per cent, paretic curve in 
colloidal gold test, 95 per cent, Wasserman reaction, positive in the 
serum, 95 per cent. 
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The earliest symptom of tabes dorsalis in most cases is pain, usu- 
ally of the lancinating or shooting type. It is commonly present in 
the legs, but may be in the arms or face. This may be present for 
years before other symptoms are apparent and such cases are often 
treated for either rheumatism, neuritis,or neuralgia. Examination 
will show pupillary anomalies, absence of tendon reflexes, especially 
the patellar and achilles, and probably loss of or diminished vibration 
and pain senses in the legs. Other early symptoms, whose true na- 
ture is often not recognized are those due to gastric crises. Laryn- 
geal crises characterized by spasmodic fits of coughing with inspira- 
tory stridor, feelings of suffocation.and cyanosis are not uncommon. 
Paroxysms of sneezing may also occur. Examination of the larynx 
between the attacks is usually negative. Paralysis of laryngeal mus- 
cles may, however, be a symptom of tabes. Pharyngeal crises con- 
sist of rapid involuntary movements of deglutition accompanied by a 
gurgling or gulping noise. Pressure on the side of the larynx may 
precipitate attacks. Kaplan states that the average serology of tabes 
is: 


cells 35-60, extremes 0-350, Wasserman reaction positive in the 
C 


S. F., 40 per cent, globulin excess in 33 per cent, Wasserman re- 
action positive in serum, 65 per cent. He states that the colloidal 
gold test is negative. This is not my experience and the so-called 
“luetic curve” is frequently found. 

It is an important thing to remember that in hereditary lues, the 
symptoms may appear in middle life. It is also true that the symp- 
toms of neurosyphilis rarely develop in old people. The fact that 
trauma seems to excite luetic lesions in those predisposed is impor- 
tant. Of the manifestations of neurosyphilis, paresis is the most 
likely to be so excited. : 

The prognosis in neurosyphilis is not hopeless. It is worse in 
paresis than in the other manifestations. Like every other disease 
some respond readily to treatment, others in spite of it go from bad 
to worse. Under modern methods, many cases of tabes are much im- 
proved and the progress arrested. It must be remembered that where 
actual dstruction of nerve cells and fibres occurs, they cannot be 
restored ; therefore, especially in apoplexy due to syphilis, as from 
other causes, paralysis may remain. Also the healing of gummata 
and gummatous meningitis may leave scars and fibrous thickening of 
the meninges which act as sources of irritation to nerve cells. Patients 
may improve clinically in spite of the persistence of positive Wasser- 
man tests. Some cases known as the “Wasserman fast” may keep 
well indefinitely with persistent positive reactions. The cell count, 
if increased, usually diminishes under treatment. 


In conclusion, while I have said nothing about treatment, I wish to 
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emphasize that mercury should always be used, and as a rule for a 
time before the administration of arsphenamin. Herxheimer reac- 
tions are thus avoided. 
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ACUTE MASTOIDITIS. 
Dr. Marcaret Noyes Kiernert, Boston, Mass. 

There have been cases of acute mastoid infection and operation 
without involvement of. the middle ear. But as they are yet con 
sidered rare enough to report I will place this case on record. 

Case: Dorothy L., age 1 year and 3 months, entered the New 
England Home for Little Wanderers, June 30, 1924, with a history 
of swelling, of three days’ duration, behind the right ear. Ther 
had been no discharge from the canal at any time. 

Examination showed a large swelling over the mastoid, largest 
at the upper level of the external ear. The canal contained a small 


amount of normal cerumen which after removal showed the drum 
Editor’s Note: This mss. received in The Laryngoscope office and accepted 
for publication Aug. 11, 1924. 
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white and thickened and no perforation, There was no cone of 
light. 

Past history was that the child received a cut behind both ears at 
birth from instrumental delivery. However no scar was observed. 
At about 6 months old the child was reported to have had a “rectal 
abscess”, which must have healed quite promptly because at exam- 
ination made at the Home less than a month afterward the rectum 
was reported normal. 

Present illness: The child had been crying a little for a few days 
and at the same time the foster parents noticed a swelling behind 
the right ear. At entrance there was a temperature of 101°, which 
dropped to 99° the next morning. Physical examination showed 
a well nourished child, in no pain. 

Operation: The usual mastoid incision was made behind the 
right ear. The periosteal elevator used. Pus was immediately 
seen in two locations coming from the bone. One perforation was 
posterior to the spine of Henle, the other a half-inch directly above. 
A curette was used to remove the bone and a softened mass of cells 
and pus was scraped out. The whole shell of the mastoid was 
exposed, extending high up to the floor of the middle fossae. A 
probe passed through the aditus into the middle ear brought no pus. 
The wound was lightly packed and three skin sutures placed. With 
the usual care of the wound the child was sitting up and apparently 
quite happy the day after the operation. On the fourteenth day 
after the operation the wound was healed, and after the seventeenth 
day no dressings were required. 

The drum membrane was the same as before the operation. There 
was no pus through the canal at any time. 
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OUR NEW CONTEMPORARY. 

The new Archives of Oto-Laryngology, published by the American 
Medical Association under the direction of a specially selected edi- 
torial committee, makes” its first literary and scientific appearance 
with the issue of January, 1925. 

We welcome this new contemporary in the journalistic field; we 
compliment the editors on its dignified and well-arranged scientific 
subject-matter, its array of substantial original contributions, its ele- 
gant typography and clean press-work. 

The names and reputations of its editorial committee vouchsafe an 
auspicious career for:this new monthly and if its tone and scientific 
standard is uniformly maintained thru the storms, experiences and 
vicissitudes, as they are bound to occur, in the life of any publication 
in medical literature, we bespeak for it an eventful and interesting 
career. 

Force of example is a potent thing, even in the reakn of journalism, 
and, if we may be pardoned an egotistic allusion to over a quarter of 
a century of honest, unselfish and non-political effort in this field, as 
demonstrated by the Annals of Otology, Rhinology, and Laryngology 
and THE LaryNcoscore, the standard to be maintained by our es- 
teemed contemporary must be a high and unselfish one and must 
show, on the part of the editorial committee devotion, altruism and 
a constant desire to assist in the upbuilding of American oto-laryngol- 


ogy. Heartiest congratulations! M. A.G. 
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A NEW NASAL SPLINT. 
Dr. Francis W. Wuirt, New York. 

Due to the fact there is a multiplicity of nasal splints, the addi- 
tion of one more to the list will do no harm. Every splint so far 
devised has one or more objectionable features. The one the 
writer is reporting is composed of No. 16 mesh pure copper screen- 
ing (mosquito netting). This screening is light in weight, porous, 
easily moulded, and is of such resiliency as to retain its shape 
after moulding. The only other things necessary are adhesive plas- 
ter, cotton and collodion. 

The construction of the splint is simple. A piece of screening 
more than large enough to entirely cover the nose is placed in 
position and then by means of heavy shears is cut so as not to 
allow any pressure to be exerted upon the lower eyelids either 
during or after the moulding. After perfect moulding if the strip 
is too long or too wide more is cut away. The splint should not 
be too narrow as it must extend a sufficient distance over each 
cheek to obtain adequate support for the nose. All edges of the 
splint are overlapped with adhesive plaster to prevent the sharp- 
pointed wires from sticking jnto the flesh. The next step is the 
lining of the splint with a thin layer of cotton. The splint is now 
ready to be held in place permanently. This is accomplished by 
applying evenly by means of a camel-hair brush ordinary collodion 
over the entire uncovered surface of the screening in sufficient 
quantity to soak through the cotton and appear in excess in the 
mesh of the screening.- Great care must be exercised to prevent 
injury to the eyes. In a few seconds the splint is securely fas- 
tened, holds the parts immobile, and may be left in place for a 
week or longer. Access to the nasal cavity is easy for the intro- 
duction of .packing, for cleansing purposes, or for the application 
of medicaments. It is not excessively unsightly, and does not 
interfere with vision or mastication. Due to its lightness, move- 
ments of the head are as free as normal. If necessity demands, 
the splint may be removed, relined, and replaced without discom- 
fort. An abrasion or other open wound may be treated directly 
through the mesh by not lining the splint at that particular place. 

174 West 58th St. 
~ Editor's Note: This mss. received in The Laryngoscope office and ac- 
cepted for publication June 14, 1924. 
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A NEW LARYNGEAL SYRINGE. 
Dr. Davin RATHBURN HicBeEeE, San Diego, Calif. 

It very frequently happens in the practice of the laryngologist that 
adequate medication in the larynx is made exceedingly difficult by 
spasm of the pharyngeal muculature. 

The topical application of cocain is a method of overcoming such 
difficulty but many patients do not tolerate even the small quantity 
of the drug necessary to bring about this reduction of the threshold 
of sensory stimulation. 

I have encountered a large number of individuals who could 
tolerate the laryngeal mirror, but when both mirror and syringe 
were used and the tongue held in the necessary extended position, 
gagging rendered precise medication impossible. 

The syringe has been devised to more easily effect treatment in 
the cases where a general application to the larynx is desired. 

The curve of the syringe is one of the most important features. 
It exactly parallels the curve of the base of the tongue and enters 
the larynx behind the epiglottis in the line of its perpendicular axis. 





The glass tubing is very thick walled, insuring against accident. 
No perforation is made at the tip of the syringe but four small per- 
forations are drilled into the lumen from the periphery. The solu- 
tion from the syringe is directed onto the mucosa of the larynx, 
from which position it gravitates onto the cords and remains in 
contact with the entire membrane. 

Any desired quantity of solution may be drawn into the syringe 
and gauged accurately which is a great advantage over the metal 
syringe. 

It is unnecessary to use the laryngeal mirror or to apply cocain 
when medicating the larynx with this syringe as the procedure can 
be carried out so quickly and accurately that it is well tolerated. 

The syringe is inserted in the mid-line over the tip of the epiglot- 
tis. During this movement the barrel of the syringe is near the 
lower teeth. After the end of the syringe has passed over the 
tip of the epiglottis the barrel is raised against the upper teeth 


Editor’s Note: This mss. received in The Laryngoscope office and 
accepted for publication, July 25, 1924. 
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throwing the end of the syringe forward in the direction of the 
larynx. 

This syringe is made and offered to the profession by Becton, 
Dickinson & Co., Rutherford, N. J. 

409 Watts Building. 


AN ELECTRICALLY DRIVEN NASAL SAW AND RASP.* 
Dr. SAMUEL IGLAUER, Cincinnati, Ohio. 

The accompanying illustration represents a modification of the elec- 
trically driven intranasal saw designed by the late Dr. Pynchon. 

The instrument as modified is devised for the correction of exter- 
nal nasal deformities. With the use of this instrument the time 
consumed in operation is materially shortened. 

The length of the stroke of this instrument can be adjusted and 
the apparatus is well balanced so that there is very little vibration. 





The accessories consist of one concave, one convex and one flat nasal 
rasp, Figs. 1, 2, 3, and four Joseph’s saws, Figs. 4, 5, 6, 7, and of 
one straight saw not shown in the illustration. 

Since the above illustration was made the receiving end of the 
hand piece has been split in chuck fashion so that the accessories 
may be set into this chuck at practically any angle desired. 

The hand piece is operated by an electric motor preferably con- 
trolled by a foot switch. The instrument can be readily sterilized, 
and should be lubricated with sterile vaseline or oil. 

400 Pearl-Market Bank Bldg. 
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THE NEW YORK ACADEMY OF MEDICINE. 


SECTION ON LARYNGOLOGY AND RHINOLOGY,. 
March 26, 1924. 


PROGRAM GIVEN UNDER AUSPICES OF THE POST-GRADUATE 
HOSPITAL. 
I. Reading of Minutes. 
11. Presentation of Patients. 
a. Argyrosis—Two Cases Accompanying Chronic Sinusitis. Mar- 

vin Jones. 

b. Supposed Novocain Poisoning. Dr. T. J. Harris. 

c. Bone and Cartilage of the Tonsil, Persistent Bleeding Follow: 
ing Removal of One Tonsil (Lantern Slides). Milton Reder. 

d. Carcinoma of the Tonsil Treated with Radium. Martin Ross 

e. Implantation of Stenson’s Duct Into the Antrum for the Re- 
lief of Dry Fetid Catarrh. J. Eastman Sheehan. 

f. Removal of Stenson’s Duct from the Right Antrum by Plastic 


= 


a 


Methods, and Its Mechanical Counterpart. J. Eastman 
Sheehan. 

g. Operation for Extensive Phenol Burn of the Left Lids, Eyeball, 
Upper Face, and Temporal Area. J. Eastman Sheehan. 

h. Hodgkin’s Disease with Nasal Manifestations. Thomas J. 


Harris. 

i. Carcinoma of Cervical Glands Secondary to Carcinoma of 
Esophagus. Julius Klepper. 

j. Fibro-sarcoma of superior Maxilla and Nasopharynx. Opera- 
tion Two Years Ago, Followed by Radium Therapy. Dun- 
can Macpherson. 

III. Paper of the Evening: Plastic Repair of the Syphilitic Nose (Lan- 
tern Demonstration). J. Eastman Sheehan. 
1V. Report of Cases. 

a. Carcinoma of the Trachea, Secondary Involvement of Esoph- 
agus Causing Unilateral Recurrent Nerve Paralysis. Thomas 
J. Harris, Henry Hall Forbes. 

b. Hemiplegia Forty-eight Hours After Submucous Resection of 
Septum. Morris Rosenthal. 

c. Foreign Body of Neck. J. Eastman Sheehan. 

V. Presentation of Specimens. 

Anatomical Specimen Showing Vessels Usually Injured in Eth- 

moidectomy. Simon Ruskin. 
VI. Executive Session. 


Argyrosis—Two Cases Accompanying Chronic Sinusitis. Dr. Marvin 
Jones. 
(Published in full in this issue.) 
DISCUSSION, 

Dr. IMPERATORI said that he had seen both cases some three or four 
months previously. Since that time, there has been a marked improve- 
ment in both patients. 

At that time the young woman had a peculiar appearance, almost like 
a fadeout in a moving picture. 

Dr. MACPHERSON said the cases were very peculiar but that probably 
more of them would be seen. About a year ago a man came to him with 
the statement that eight years previously he had been told to use argyrol 
for a cold and had since then taken it every time he had a cold. Within 
the past two years he had developed a rectal trouble and had some work 
done for hemorrhoids; the wound was treated with argyrol, and imme- 
diately his skin was affected. A great many persons are using argyrol 
for their children’s colds, and in all probability more of these cases will 
be seen. 
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Dr. Forses asked if any difference had been noted in the staining by 
argyrol or by the silver salts. 

Dr. J. D, WHITMAN said that two weeks earlier, at the Manhattan 
Clinic he had seen a young woman who had used a 5 per cent solution 
of argyrol three times a day for several years, and the entire mucous 
membrane of the nose was colored a dark bluish black. The pharyngeal 
mucous membrane was also discolored to a lesser extent. 

Dr, Jones, replying to Dr. Forbes’ inquiry, said that references to the 
subject in the literature were very scanty; the only things he had found 
were in Jackson on the Skin and another skin work, containing a very 
short paragraph. The best information was found in a book on thera- 
peutics by Holmes, an Englishman, who said that the injurious effect 
from applying it was extremely rare, and that most of the cases came 
from injecting the argyrol. None of these works mentioned that there 
was any difference noted between the effects of argyrol and silver 
nitrate salt. 


Supposed Novocain Poisoning. Dr. T. J. Harris. 
(Published in full in this issue.) 


DISCUSSION. 

Dr. KnNopr wondered whether there was any allergy to this type of 
poisoning, and said he had been informed by a dentist friend of a per- 
sistent dermatitis on his hands from novocain poisoning. 

Dr. SHEEHAN said: “Dr. Harris, my attention has only been brought 
to this case of novocain poisoning today and I am sure that you have 
not been acquainted with the fact that I was the first consultant called 
upon. I happened to be lecturing in the hospital the day a combination 
of novocain and cocain was administered to this man, and would have 
brought this to your attention sooner if I had known this particular 
case was to be reported as one of novocain poisoning. 

“Dr. William Newcombe asked me to see the man in the clinic who, 
he said, had been given topical application of cocain and had several 
drachms of novocain injected into the tonsil area to produce local anes- 
thesia. I found the man apparently in the second stage of cocain poison- 
ing, that is, he had a rapid pulse of some 160 beats per minute, was 
cyanotic, confused, with marked forehead perspiration. He never im- 
pressed me at the time as suffering from novocain poisoning, for although 
novoecain is about five times less toxic than cocain, when patients are 
posoned with this drug, symptoms come on more abruptly, and the 
heart and lung centers are more quickly affected. Patients do not pass 
through three stages of reaction as in cocain poisoning, which, you 
know, are first, a period of elation, great excitement, second a period of 
depression and syncope, and finally the last stage, a period of convul- 
sions, which, whilst the poison is generally combatted before this stage 
is reached, still, if the period of convulsions does set in, it generally 
proves fatal.” 

Dr. HARRIS emphasized the fact that the case was reported us one of 
supposed novocain poisoning, and repeated the statement made by Dr. 
Emil Mayer that there is not on record an authentic case of novocain 
poisoning, and that in every such case it would be found that cocain 
had been used with it. At the Post-Graduate extreme care was exer- 
cised in the use of cocain and the amount was carefully controlled, and 
he would be very sorry to have this case go out as a case of novocain 
poisoning. 


Bone and Cartilage of the Tonsil; Persistent Bleeding Following Removal 
of One Tonsil (Lantern Slides). Dr. Milton Reder. 
(Published in full in this issue.) 
DISCUSSION, 
Dr. CARTER recalled two cases seen about fifteen years ago; one being 
a child and the other a young adult. In one, bone was found in one 
tonsil, and in the other it was found in both tonsils. Both cases were 
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reported before the Laryngological Section of the New York Academy 
of Medicine. Dr. Jonathan Wright made a micriscopical study of the 
cases at the time and his findings are recorded in Dr. Carter’s report. 

A very interesting feature in these cases is the etiology, and this has 
not yet been fully determined. Of course those cases are excluded where 
the bone is the tip of an abnormally long styloid process; these do not 
concern us here. 

There are two main theories to account for the presence of bone and 
cartilage in the tonsil: (1) That it is due to developmental changes in 
the remains of the second bronchial arch; and (2) that it is produced 
by metaplastic changes in the connective tissue of the organ. Both of 
Dr. Carter’s cases seemed to favor the latter theory, as the successive 
stages from connective tissue through cartilage te bone could 
tinctly traced. 

Dr. SHEEHAN said that last summer he had an opportunity of discuss- 
ing a paper on this subject from the standpoint of 
he was lecturing in Europe. 

“These states are very interesting and some of my severest forms of 
bleeding from tonsil enucleation have been complicated by the presence 
of bone and cartilage. I shall never forget the incident which occurred 
in Sondermann’s Clinic in Berne, Switzerland, some years ago. A young 
adult male was anesthetized and an attempt was made to enucleate the 


be dis- 


hemorrhage, while 


tonsils by the guillotine. The left tonsil was cleverly removed with 
ease, but in the case of the right one, a different condition presented 
itself. It was impossible to remove the tonsil by the guillotine. The 
tonsil was dissected from its bed, and before it was free, hemorrhage 


was quite severe. It was now found that bone forceps were necessary 
to cut through the extensive mass in the tonsil, after which hemorrhage 
became quite alarming. Since then I have never failed to examine the 
tonsils bimannually for these deposits. 

For purposes of convenience the origin of these deposits may be 
grouped under two headings: 1. Extrinsic; 2. Intrinsic (Moore). 


Extrinsic Group: Extend from skeleton to tonsils; the other, the 
intrinsic, originates in tonsils themselves Extrinsic group generally 


from the styloid process or, as eccasionally happens, supernumerary ribs. 
More frequent in males and in people over 45, as a rule. 

Symptoms: The state may cause abnormal sensations in the throat, 
such as a feeling of impaction of bone or other foreign body, irritation 
and frequent sore throat—in some a continual impediment in swallow- 
ing. Sometimes there is a curious “clicking” 

It is extraordinary how frequently one finds these deposits in the 
tonsils. Intrinsic Group: that is, those cases which developed in the 
tonsils themselves, is undoubtedly a combination of foetal rests and a 
special chrondro and osteoplastic predisposition on the part of the con- 
nective tissue cells to respond to inflammation. It has been my experi- 
ence that when tonsillectomy is complicated with bone of extrinsic ori- 
gin the bleeding is severest, as the circulation in the bone which has 
been tapped is very difficult to master on account of the great inacces- 
sibility of the bleeding areas. It should be controlled, as bleeding from 
bone in any other part of the body is combatted, namely, by firm pres- 
sure. I find the most satisfactory way of arresting this type of hem- 
orrhage is by taking dental moulding wax and plugging the whole tonsil 
area, and exerting pressure for a considerable period of time. 

Dr. McCuLiacH said that probably most of those present had seen 
the report of Dr. C. V. Weller on the September (1923) number of the 
Annals of Otology, Rhinology and Laryngology, showing the very frequent 
occurrence of cartilage in the tonsils. At the University of Michigan 
they examined the tonsils of a thousand consecutive cases, ranging in 
age from 38 to 59 years, and almost 21 per cent showed cartilage in the 
tonsils. Of the cases above 25 years of age, 57 per cent showed bone or 
cartilage or both. Bone was never found without cartilage. 

There are two theories to account for its presence: 
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1. That it arises by a process of direct metaplasia from the connective 
tissue, which view Weller supports. 

2. That it springs from the primitive cartilaginous cells of the bron- 
chial arches, a theory supported by Mantchik. 

He then told of a patient, age 58 years, in whom there was a carti- 
laginous shell replacing the capsules of the tonsils. 

Dr. Hargis complimented Dr. Reder on the very thorough manner in 
which he had worked up this subject. He had gone through a consid- 
erable number of cases at the Post-Graduate, and found several cases 
showing cartilage in the tonsil. His pictures spoke very strongly for 
the metasplasia theory, and it seemed as though you could see the con- 
nective tissue passing into bone. These cases do not seem to be so rare 
as has been thought. In a recent number of THe Laryneoscore eight 
cases were reported. Dr. Harris said he remembered very well how 

Dr. Jonathan Wright had worked up the subject. The hemorrhage seems 
to be the peculiar feature, and if there were some unusual source in a 
case like this which does not occur otherwise. 

Dr. ReEDER, in closing, said that there were 2,000 pathologial reports at 
the hospital, and in that number there was one other bone case and 200 
cartilage cases, making about 10 per cent. 

Dr. HARRIS said that Dr. Ross had spent a great deal of time in the 
care of this case and in working it up. The discussion of the desirability 
or the wisdom of radical surgery was an important question; his judg- 
ment was good in not resorting to that; there was too much involvement; 
the disease had extended too far. It would profit all to hear of any sim- 
ilar esults. As Dr. Robinson was present, he might be willing to tell 
what results he had obtained with radium in the tonsil. There seemed 
to be a great deal of variance of opinion in regard to the difference in the 
appearance of sarcoma versus carcinoma, etc., and diathermy has been 
strongly urged for these cases; the surgeons -are using it, particularly 
the G-U men, but in this case radium seemed to show very beneficial 
results, in spite of the defect. Much judgment, however, should be used 
in the amount of radium employed and in the length of the exposures. 


Carcinoma of the Tonsil Treated with Radium. Dr. Martin Ross. 
(Published in full in this issue.) 
DISCUSSION, 

Dr. MARVIN JONES told of a case of sarcoma of the tonsil treated with 
radium by the late Dr. Willis, three radium needles being applied on 
three different occasions, 10% mg. The case improved for a short time 
for about three months—but about the fourth month developed a hemor- 
rhage and died. 

Dr. IMPERATORI told of a case seen with Dr. Willis, some seven or eight 
months previously. The man had an extensive ulceration of the tonsil, 
with considerable infiltration of the tonsilar area. Biopsy showed it to 
be carcinoma. Radium was applied directly to the involved area, by the 
insertion of needles and a few weeks later an external bloc treatment was 
given. Three months after the first treatment another bleeding was done 
and within a few weeks another external bloc application of radium was 
done. 

This patient was a race track bookie and did a great deal of talking 
and shouting. Examination of his throat within the last few days re- 
vealed no ulceration and most of the infiltration had disappeared. It 
would seem as though this patient was going to be cured. At all events 
he had gained some 15 pounds and presented an entirely different picture 
than he did some eight months ago. 


In all these cases of carcinoma treated with radium or for that matter 
by any other procedure—we should wait for some years before reporting 
a case as cured, even though there seems to be a disappearance of the 
growth. However, it would seem as though we were on the right track, 
in the treatment of these tonsilar and pharyngeal carcinomas by the use 
of radium. 
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Dr. Ross said he had seen five cases of primary carcinoma of the tonsils 
and all were on the left side. That, to him, was rather remarkable, and 
as he had gone through the literature he noted that of all the cases pub 
lished since 1910, which were corroborated by biopsy, 75 per cent of car- 
cinomata occurred on the left tonsil, and 60 per cent of the sarcoma 
occurred in the right tonsil. He did not know whether or not that was 
simply a coincidence. 

Dr. Carter said that he was interested in the prosthetic appliances 
shown and he hoped that they would be of assistance in the management 
of these cases, as they present some of the most difficult problems in 
surgery. 

There are so many disadvantages to cope with; the general condition 
of the patient, the disturbed metabolism, the endarteritis, the scars of 
both soft tissues and bone. and the fact that the tissues of the syphilitic 
subject have low resisting power and their power of recuperation is far 
below that of the normal body. In correcting these deformities, if we have 
to use bone and cartilage transplants, we may be sure that these tissues 
have been affected by the disease. 

When these cases present themselves for treatment it is absolutely nec- 
essary to get the patient in good condition before the operation. Dr. 
Carter said that he believed that it is unwise to operate upon cases that 
are not Wassermann negative, although he had done so on several occa- 
sions, but only because the demand for the operation was urgent, and 
only after he had been assured by the referring physicians that the pati- 
ents had been given a prolonged course of treatment and that they could 
not be made Wassermann negative. Dr. Carter said that there were ’ 
unquestionably some syphilitics who cannot be made Wassermann nega 
tive, even by the most approved treatment applied in a proper manner. 
He said that he had secured good results on the cases he had operated 
upon, but the risk in a Wassermann positive case is so great that he 
thought that the surgeon was fully warranted in making reservations as 
to prognosis in such cases. 

Dr. Carter said that he saw no advantage in the so-called tubular method 
of making flaps, in fact there is a distinct disadvantage, for in doubling 
over the flap to make it into a tube the blood vessels in the subcutaneous 
tissue upon which we must rely for the nutrition of the flap, especially 
the extreme end when it is a long one, are constricted and the vitality 
of the flap is endangered. Dr. Carter said that instead of tubing the flap, 
he keeps the exposed raw surface well covered with vaselin, until the 
unused portion is returned to its former position. The vaselin preserves 
the integrity of the blood vessels, as has been shown in both laboratory 
and clinical experience. 

In the severe cases it is always necessary to line the raw surfaces with 
skin. He himself had always used the Thiersch graft. Syphilitic sub- 
jects do not tolerate prosthetic appliances very well, and for this reason 
he places the grafts on perforate Cellosilk and holds them in position, 
either with his gold. wire splints or with vaselin gauze. 

A discussion the relative values of bone and cartilage as transplants is 
of no importance, as both are indispensable in this work Dr. Carter has 
always used both, sometimes singly and often in combination, depending 
upon the nature of the deformity and the quality of the resistance to be 
overcome in making the correction. If there is a question of choice be- 
tween the two tissues, Dr. Carter prefers bone. 

Dr. Carter said that the first time he ever corrected a deformity due to 
syphilis by transplanting bone, was in the spring of 1910; the case was 
reported and the patient presented before the Laryngological Section of 
the New York Academy of Medicine on Dec. 28, 1910, and as far as he 
knew it was the first case of the kind on record, though he himself had 
transplanted bone for traumatic deformities long before this. Dr. Carter 
kept in touch with this first syphilitic case for eight years; the man was 
a wanderer, and would be in San Francisco one month, and the next some- 
where in South America, but he would write and report upon the condi- 
tion of his nose; the correction was entirely satisfactory, and remained so. 
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In reply to Dr. Lore’s question I feel that this has been admirably 
answered by Dr. Imperatori. 

In reply to Dr. Carter’s question relative to tension produced in tubing 
flaps, may I again state that to produce tension in a tubed flap as a rule, 
would mean necrosis of the flap. If flaps are properly tubed no tension 
will result. The object of tubing a flap is to prevent induration and infec- 
ton in the flap, conserve the circulation and, finally, when the distal end 
of the tubed flap is brought up to the part to be covered, there is more 
assurance of it taking than if the flap was brought up untubed. 

As for epithelization of the syphilitic nose, [I find, from extensive ex- 
perience with this sort of work, after giving every known method a fair 
trial, that the only way to produce successful epithelization in the nose 
is by the method I have described to you tonight. 


Sarcoma of the Superior Maxilla. Dr. Duncan Macpherson. 
(Published in full in this issue.) 
DISCUSSION. 

The point of special interest in the case was the fact that radium was 
used. The patient had been presented a year ago. and was operated opon 
two years ago by Dr. Macpherson by partial resection. At the end of a 
year there was some sarcomatous tissue present and radium was applied. 
Dr. Macpherson said it is true that many of these cases do get well. and 
did get well before radium was used. It has been said that one of our 
Presidents had Sarcoma of the jaw. It was removed, and he lived for 
twenty years and finally died of something else. That was before the days 
of radium. This patient might have gotten well without radium had it 
been possible to remove all the diseased tissue by cutting. Radium 
apparently done the work after the cutting operation, the 
clean and normal at the present time. 

Dr. ROBINSON said that since May, 1922, the patient had had altogether 
about ten treatments, from 1000 to 1200 mg. hours externally, inserting 
needles into the growth itself for from 3 to 5 hours, in all about 12,000 mg. 
hours. 


has 
tissue looking 


Primary Carcinoma of the Trachea. 
(Published in full in this issue.) 
DISCUSSION, 

Dr. Forses said he did know whether Dr. Imperatcri had seen any 
cases of primary carcinoma of the trachea. About 47 cases have been 
reported up to the present, and this case would bring the number up to 48. 

Dr. IMPERATORI said that Dr. McCullagh had reported a similar case last 
year before the American Laryngological Association 


Foreign Body in the Neck. 
(Published in full in this issue.) 
DISCUSSION, 

This case is of such interest as to justify me presenting it even before 
this honorable body. This little patient was struck by a motor car last 
summer and received a severe wound under the right lower jaw, with a 
fracture of the lower mandible. The neck became markedly swollen and 
the wound severely infected. Three weeks after the injury, she was 
removed to the Middletown Hospital and remained there some three 
weeks. 

When she left hospital the wound had almost healed and her tempera- 
ture was normal, but the neck still remained swollen. Between this period 


and the time she entered the Post-Graduate Hospital, Dec. 27, 1923, she 


was advised, and did receive, constant massaging for the resultant neck 
swelling. She was also treated by head movements. She was referred to 
me Dec. 27, 1923, for a dislocation of the trachea and for the repair of an 
ugly scar, which resulted from the injury. 

Examination showed that there did not exist a dislocation of the 
trachea, that the swelling was caused by a foreign body, verified by Roent- 
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gen examination. On Jan. 4, 1924, Dr. John F. Erdmann observing, the 
foreign body was removed, which was thoroughly embedded in the carotid 
sheath. There existed a collapse of the jugular vein and a very marked 
erosion of the carotid artery, undoubtedly due to the massaging and head 
movements, which constantly drove the foreign body further inwards 
against the great vessels of the neck. The foreign bo 


woody re moved was a 
part of the door handle of the motor It weighed about 3 ounces, 1% 
inches long and % inch wide. The patient left the hospital five days after 
the operation. 

Dr. Harris congratulated Dr. Sheehan on the beautiful results shown, 
and said he had been present at the implantation operation and that 
Dr. Sheehan had certainly performed most ingenious, delicate and beau 
tiful surgery in the dissection and implantation. One could only speak 
in the highest terms of the originality of the work, though he could not 


help being something of a doubting Thomas as to the eventual results 
If, however, Whitridge’s work in this line was as remarkable as in the 
ear, it was certainly very wonderful. O01 could only wait for time to 


show. 

As to the patient suffering li rflow of tears, anyone who had 
seen her, as he had. before the operation would certainly feel that she was 
infinitely better off than , 

The third case spoke for itself, and the patient certainly had reason to 
be grateful for the improvement 

Dr. J. D. WaitHamM told of a ca omewhat similar to the one showed 
by Dr. Sheehan The patient was a young soldier who had had X-ray 
treatment for a large port wine birthmark As the result of this treat 
ment given by a vrofessor of Roentgenology in a medical college he had 
destruction of a large part of the soft tissues of the cheek including the 
bone. There was a large defect in front of the temporal region in front 
of the ear, with destruction of the bone and exposure of the dura, and an 
ovening through the cheek into the antrum through which one could put 
three or four fingers condition was complicated by attacks of Jack- 
sonian epilepsy. The defect in the cheek was corrected by a forehead 
pedicled flap which provided a new outer wall to the antrum. The tem- 
poral flap was corrected at a later date bv a sliding flap of the scalp 
which included skin. remains of the temporal muscle and temporal fascia 
This effectually 


cony uision. 











£ 


ored both defects and there was no return of the 


Dr. MACPHERSON also congratulated Dr. Sheehan on the work he is doing 
and the cases shown, and said that whoever made the diagnosis in this 


case of the parotid discharging into the sinus was also to be congratu 
lated. The person who thought of making the diagnosis of a discharging 
parotid gland into the nose was more or less of a genius In retrospect, 
and having thought of its possibility, the diagnosis is easily made, but 


its occurrence is so rare that thought would not travel ordinarily in that 
direction. 

Dr. IMPERATORI said that the diagnosis of the case of the woman with 
the parotid fistula was not a difficult one, once a possible clue was fol 
lowed out. 

She had been sent in from another service in the New York Post-Gradu 
ate Hospital and came to the Clinic complaining of a profuse discharge 
from her nose. The discharge was watery in character and there was no 
excoriation of the tissues. It was unilateral The first thought was 
rhinorrhea, and various tests were made 





The fact that the fluid increased on eating gave us the first clue as to 
the possibility of its being parotid, in character. 


The fluid was tested for starch digestion and was markedly positive. 
The case illustrates that in all cases of rhinorrhea it would be well to 
test for ptyalin and especially so if any mouth or antral operation has 
been done at some time previously Had this been done, six weeks time 
would have been saved in this instance. The case also brings out the 
possibility of liability. For one not recalling the anatomy of the parts in 
doing a Caldwell-Luc operation might go back too far on the alveolar 
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process and include the duct in the flap. A flap operation was done on 
this patient and for two weeks she was free from the discharge through 
the nose. However, contraction of the flap resulted in a recurrence of the 
condition. It was felt that the under surface of the flap should be covered 
with epithelium, before any contractions could take place. This has been 
successfully done by Dr. Sheehan. Regarding the first case, that of the 
woman with the emplanted duct in the antrum, should this operation 
prove a success, it would be a wonderful thing. Though one cannot have 
a valve and stop the flow at will, the patient should be told of the possi- 
bilities beforehand and thus choose between the dripping from the nose 
and the fetid scabs—both of which are equally unpleasant; but of course 
with the choice of the former. . 

Dr. SHEEHAN said he was familiar with the method of repair of defects 
around the antrum as advocated by Dr. Whitham in a paper which ap- 
peared some two years ago in the Journal of the American Medical Asso- 
ciation. It was a very commendable paper and one which all could learn 
a great deal from. 

IT am also aware, Dr. Whitham, of the great work Dr. Wheeler is doing 
in plastic surgery around the eyelids. I am very familiar with his work, 
he is a great friend of mine, and many of my cases of plastic repair of 
the lids are done according to his method. The case I presented tonight 
to you, Mr. D., was one in which the Wheeler method could not be utilized 
as there was total loss of the upper and lower lids, with a horrible burn 
of the upper face and temple area, as you have seen. - 

The only possible way in which the boy could be properly repaired, and 
T am sure you will agree with me, was by the methods which I have ex- 
plained to you this evening. 

Dr. Lore, referring to the interpretation of the pathological reports, 
told of an interesting case of a colored woman who came to Dr. McCul- 
lagh’s clinic, complaining of a loss of 25 pounds in weight. There was 
no syphilitic history; she had had no children, and no abortions. At the 
base of the tongue was a large mass of fungating tissue, etc., the epiglottis 
being apparently friable, and the mass extending into the epiglottis. By 
direct laryngoscopy a section was removed and sent to the laboratory, 
and Dr. Eggston reported it to be a case of Hodgkin’s disease. At first 
there was some skepticism about it, for the first diagnosis had been 
lympho-sarcoma, but the slide showed hyperplasia and typical giant cells, 
suggestive of Hodgkin’s disease. A Wassermann test was made, and 
reported to be four plus. She was put on anti-syphilitic treatment, and 
the mass is disappearing; it is not so friable, and does not bleed. 

Dr. Eggston’s report on this case was as follows: Specimen consists 
of a mass of soft tissue measuring 10x5x5 m.m. Sections show a surface 
of stratified epithelium. Submucosa consists of a very hyperplastic lym- 
phoid tissue. In areas there are definite follicles but the greater part of 
tissue is diffuse lymph pulp. In the latter there are some eosinphiles 
and large monoculear giant cells. 

Diagnosis: Lymphoid adenopathy; probably Hodgkin’s disease. 

Dr. Lore inquired why radium was not used in the nose prior to the 
operation in order to minimize the bleeding. 








